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Ig11, number of SURGERY, GYNECOL- 
OGY AND OBSTETRICS of my results 
with forty radical abdominal opera- 
tions for cancer of the uterus, my belief in 
this operation has only become stronger. 
However, the experience afforded by eleven 
additional cases has not made me any more 
confident that the next patient I operate 
upon will survive either the primary opera- 
tion or will ultimately be cured. On the 
contrary, in contrast with other abdominal 
operations, the more I perform this operation 
the more I respect, and, possibly, dread it. 
Yet I adhere to it for the simple reason that 
in my hands all other operations for cancer 
of the uterus have been disappointing in 
their uniformly bad ultimate results, while 
with the radical abdominal technique I have 
been able to save a fairly good percentage 
of my patients. And that, after all is said, 
is what the surgeon is after. If he be not 
content to set at naught his surgical reputa- 
tion as far as primary results are concerned for 
the sake of ultimately curing more patients, 
he would best not meddle with this operation 
which, in apparently favorable cases is only 
too apt to turn out to be grave. 
The subject of the cure of cancer of the 
uterus by the radical abdominal operation 
is such a large one that it seems to me those 
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having the program in charge were wise in 
selecting for discussion the most interesting 
and important phases of the question — the 
primary and end results of the operation. I 
will try to confine myself to the discussion 
of these divisions of the subject, only adding 
what seems absolutely necessary to explain 
such results. 


PRIMARY RESULTS 

In each of the fifty-one patients operated 
upon, the diagnosis of carcinoma of the uterus 
was confirmed by the microscope. Cases 
of cancer of the cervix and of the fundus have 
been grouped together and also considered 
separately as far as primary and end results 
are concerned. While it is undoubtedly 
true that cancer of the fundus is much more 
amenable to cure by the radical operation 
than cancer situated in the cervix, since the 
latter extends much more rapidly through the 
parametria and lymphatics, I believe that 
each fundus case should be subjected to as 
thorough an operation as if the cervix were 
diseased. Notwithstanding the fact that the 
radical operation is apt to be easier in car- 
cinoma of the fundus owing to the greater 
movability of the uterus, there will always 
be a higher mortality when this technique is 
employed than after the ordinary pan- 
hysterectomy. 


1 Read before the American Gynecological Society, Baltimore, May 30, 1912. 
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It will be seen by Table I that there were 
1o deaths in the 51 cases, or a primary 
mortality of 19.6 per cent. My operative 
experience with the radical abdominal opera- 
tion began some ten years ago and, until I 
had acquired some familiarity with the 
technique, the results were very discouraging. 
This is shown by a primary mortality of 42.8 
per cent in the first 14 cases. However, in 
the last 37 cases there were but 4 primary 
deaths, a mortality of 10.8 per cent. 

That the technical difficulties of the radical 
operation are much greater in cancer of the 
cervix than where the fundus is affected is 
shown by the great difference in primary 
mortality in the two types of cases. In 40 
cases of carcinoma of the cervix there were 
9 deaths, or a primary mortality of 22.5 per 
cent, while there was only one primary death 
in 11 cases of cancer of the fundus, or a mortal- 
ity of 9 per cent. 

The high primary mortality in the first 
fourteen cases was due to a prolongation of 
the operations together with an unnecessary 
loss of blood due to a failure to appreciate 
how venous oozing could be avoided. I find 
it exceedingly difficult to differentiate clin- 
ically between shock by itself, usually due to 
a prolonged operation, and shock due to the 
same cause plus hemorrhage or persistent 
oozing. But whether one calls it shock or 
shock plus hemorrhage makes very little 
difference, since in each case the patient is 
reduced to such a point that all efforts at 
stimulation fail and the patient rapidly 
succumbs. Four of the six deaths could be 
ascribed to shock, one to peritonitis and one 
to embolus. Since each of these causes has 
a direct bearing upon primary mortality in 
any series of radical abdominal operations, it 
would be best to consider them separately. 

Shock. Prolongation of the operation be- 
yond the limit of safety in an operation where 
the work is being performed in close proximity 
to large vessels and important nerve plexuses 
is a potent cause of shock, especially, as has 
been stated, if to this be added a considerable 
loss of blood from venous oozing deep down 
in the pelvis. Patients with carcinoma of 
the uterus are usually beyond forty years of 
age and subject to the degenerative changes 
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present at that time of life. Hearts, arteries 
and kidneys which under ordinary circum- 
stances would permit of rather prolonged 
operations give out when the disease is can- 
cer of the uterus and the patients are sub- 
jected to the radical abdominal operation. 

Again, women over forty or forty-five are 
apt to be fat. This is disadvantageous in 
three ways: excessive adipose tissue lowers 
the resistance of the patient, a fact well 
known and dreaded by every abdominal 
surgeon; in very fleshy women the fat is 
deposited most frequently and in the largest 
quantities in the abdominal wall and in the 
pelvis, thus adding greatly to the technical 
difficulties of the operation; the immense 
deposits of fat in the omentum and mesentery 
pushed down toward the diaphragm in the 
exaggerated Trendelenburg position make 
this operative posture distinctly disadvan- 
tageous, and not infrequently menace the 
life of the patient by interfering with respira- 
tion and the function of the kidneys. Thus 
excessive fat, at least for the operation under 
discussion, may be a distinct contra-indica- 
tion for its performance. At least, that is 
the conclusion at which I have arrived, from 
my experience with the radical abdominal 
operation for uterine cancer in excessively 
fleshy women. While I would not have the 
decision for or against operation depend 
on how much the patient tipped the scales, 
for other factors enumerated above must also 
be taken into consideration, I reserve the same 
right to reject this particular operation in the 
case of excessively fat women that I have to 
refuse to operate upon certain patients with 
diabetes, advanced kidney changes, high 
blood pressure or with marked symptoms of 
exophthalmic goiter. I do not think the 
argument that patients with cancer of the 
uterus are doomed unless the disease be 
radically removed, hence any operative proce- 
dure holding out hope of cure is justifiable, 
no matter what the condition of the patient, 
holds good in these cases we have been dis- 
cussing. With certain excessively fat wom- 
en, the radical abdominal operation holds 
out so little chance of primary recovery that 
I prefer to remove the uterus through the 
vagina. I do this knowing that in all prob- 
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ability the disease will return; on the other 
hand, I believe the sum total gained in 
women of this class is greater when the very 
radical operation is not performed. As my 
experience with the operation increases and 
I am able to avoid long operations in very 
fleshy women I may change my position on 
this question, but that time has not yet arrived. 

That celerity in the performance of the 
operation comes from increased experience 
with the technique is shown by the marked 
lowering of the primary mortality in the last 
37 cases of the series. These cases were of 
the same type as the first fourteen, where the 
mortality was so high, yet there were only 
four primary deaths in the series, or a primary 
mortality of 10.8 per cent. While shorten- 
ing the time of operation from two and a half 
to one and a half hours, or even less in some 
cases, probably had much to do with lower- 
ing the primary mortality, it was by no means 
the only factor. For shortening of the time 
of the operation went hand in hand with the 
ability to better control hemorrhage, not 
arterial but venous oozing. Long experience 
with bloody operations, so common in certain 
types of fibroid and other pelvic tumors, and 
the ease with which such hemorrhage is con- 
trolled are apt to develop in the surgeon an 
overconfidence in his ability to control 
hemorrhage, no matter where situated. But 
venous hemorrhage, in the pelvis, as every- 
body with experience knows, may be difficult 
to stop and would better be avoided. As fear 
of wounding the ureters has stood in the way 
of wide excision of the parametria in the 
vaginal operation for cancer, so in the radical 
abdominal operation, fear of injuring this 
important duct prevents clamping of the 
bleeding vein. This results in considerable 
loss of blood, prolongation of the operation, 
and resulting shock. 

In my experience venous hemorrhage is 
most frequent in three places: from the 
transverse vesical veins which run across 
the ureter, the veins which lie close to the 
uterus and the ureter, and finally the veins 
posterior to the uterus lying in close connec- 
tion with the rectum. Hemorrhage from 
the last source is rather easily controlled, and 
needs no further discussion. Hemorrhage 
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from the vesical veins can be controlled by 
separating the bladder from the uterus and 
vagina in the median line only, never trying 
to separate it at the sides until after the 
vesical veins have been secured by forceps 
on either side of the ureter. They can then 
be tied, cut, and the ureter dissected out of its 
bed without haemorrhage. Bleeding from 
the remaining veins can be controlled by push- 
ing the ureter away from and down in the 
pelvis and clamping toward the uterus with- 
out fear of injuring the ureter. 

Although the removal of the pelvic glands 
as a part of the technique of the radical 
abdominal operation for cancer of the uterus 
more properly belongs to the second portion 
of the discussion, the end results of the opera- 
tion, the question of the extirpation of these 
glands has such an important bearing upon 
the primary mortality that it is best to refer 
to it here. It can hardly be claimed by the 
most enthusiastic advocate of a complete 
glandular dissection of the pelvis that it is 
as possible in this operation to make as com- 
plete a lymphatic removal as where the glands 
are more favorably located, for example, in 
the axilla in connection with cancer of the 
breast. In other words, there is greater 
chance of leaving behind cancerous glands or 
portions of glands where the dissection is 
made in the pelvis. Second: Such dissection 
undoubtedly greatly prolongs the operation 
and adds to the danger of shock. Third: The 
best statistics at the present time show that 
probably in the class of cases suitable for the 
radical operation not more than one third 
have any glandular involvement. Fourth: 
The results of Wertheim and others who 
make only a partial glandular dissection show 
that, after all, the good results of the radical 
operation come from a wide excision of the 
parametrial tissue, not from removal of glands. 

If the above be true, it certainly follows 
that the removal of the pelvic lymphatics 
should be left for the last step of the opera- 
tion, only to be performed if the strength of 
the patient warrants it. At any rate, such 
are my conclusions and practice. I admit 
that theoretically it is logical to make a clean 
dissection of the pelvis and I would like to do 
it in every case. In practice I do as much 
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as I can at the completion of, not at the be- 
ginning of, the operation. For I can see 
nothing gained by long and complete dissec- 
tion of the pelvis with a patient dead of shock 
as aresult. If I were convinced, which I am 
not, that every patient leaving the table 
without glandular removal was bound to 
have a recurrence, no other procedure would 
be left me but a removal of the lymphatics 
in every case. Since I am convinced that 
only in a certain proportion of cases are the 
glands invaded by cancer, the logic is all the 
other way, and I am compelled to save my 
patient primarily if I can, with the expecta- 
tion, at least, that in a fair proportion of the 
cases the glands left behind are not the seat 
of cancer. 

Peritonitis. In the radical operation it is 
easier to guard against peritonitis than 
against shock. This is best accomplished 
by rendering the vaginal canal, including the 
cancerous cervix, as aseptic as possible and 
shutting off the septic portion of the uterus 
from the abdominal cavity by the use of the 
right-angled clamps. In both the patients 
dying from peritonitis the pelvic cavity was 
contaminated by tearing through the necrotic 
cervix during its removal. However, this 
accident occurred a number of times without 
resulting sepsis. Infection is favored by 
drainage, yet I am obliged to use gauze for 
persistent oozing in a certain proportion of 
the cases. However, I restrict its use as 
much as possible and shut it off from the 
general peritoneal cavity, always draining 
through the vagina. 

Embolus. Two patients died from pul- 
monary emboli, one a few hours after the 
operation, the other on the twenty-third 
day, the latter embolus originating from a 
septic thrombus. Rough handling of the 
large pelvic veins should be avoided. Such 
veins may be exposed to unnecessary trauma 
from retractors in the hands of assistants 
unfavorably placed to observe accurately 
where the ends of the retractors press or how 
much force is being employed. 


END RESULTS 


While in some instances cancer of the uterus 
may recur five years or more subsequent to 
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the operation, these cases are so rare that by 
common agreement a patient is pronounced 
cured if she be free from the disease for five 
years after the radical treatment of the con- 
dition. However, it must be borne in mind 
that in determining the number of patients 
permanently cured by the radical abdominal 
operation, it will not do to ascertain that 
such patients have passed the five year period 
and without further investigation pronounce 
them in subsequent reports cured. They 
must be continually kept track of and their 
condition accurately determined before each 
report be made. If they be lost sight of each 
case must be deducted from the total number 
of radical operations. In the same way must 
be deducted the primary deaths and those 
patients where it can be proved beyond dis- 
pute that death resulted from some inter- 
current disease in no way connected with 
cancer; otherwise such patients must be 
counted among the recurrences. 

I am fortunately situated as regards my 
material, since it has been possible to accur- 
ately keep track of and account for each of 
the forty-one patients surviving the opera- 
tions. However, such a task would have 
been impossible without a great and persist- 
ent correspondence and generous aid from 
the physicians referring the patients. 

As will be seen from Table III, only 14 
cases were operated upon more than five years 
ago, two more than at the time of my last 
report. The same statement holds good 
now as then, that in such a small series of 
cases percentages count for little and are 
only given for the sake of comparison with 
subsequent reports. 

Out of the 14 cases there were 6 primary 
deaths and of the 8 surviving three had re- 
currences, the remaining five patients being 
in good health and free from recurrence five 
years or more after the operation. Six 
patients with carcinoma of the cervix sur- 
vived the operation. Of these three are 
alive and free from recurrence, while the two 
patients with carcinoma of the fundus have 
had no recurrence. 

In Table IV, I have made a summary of 
the 51 cases. This shows that 8 patients 
with carcinoma of the cervix have died from 




















recurrence of the disease, while one died of 


tuberculosis. Two patients with carcinoma 
of the cervix have had recurrences but are 
still living. One patient had a recurrence 
in the vaginal vault five months after the 
operation. Indurated tissue about the size 
of the end of the thumb was removed at a 
second laparotomy. Although the tissue 
was shown to be cancerous by a microscopic 
examination, the patient has been perfectly 
well and free from recurrence in the two and 
a half years elapsing since the second opera- 
tion. 

I have arranged the 11 cases with recur- 
rences in Table V with the approximate time 
of each recurrence. This table is of great 
interest to me in connection with the next 
table (Table VI), since it holds out hope that 
many of the cases in the latter series will 
escape a recurrence. For the disease has 
always recurred within two years from the 
time of the operations. This may indicate 
that quite a number of patients are passing 
beyond the extreme danger period. 

Site of recurrence. Since no autopsies 
have been performed upon any of the eight 
patients who have died of recurrences, it is 
impossible to make any authoritative state- 
ment as to the exact location of the recurrence 
in any case. Thus it is impossible to state 
whether the discase first recurred in the 
vaginal cicatrix or in the glands. Still, from 
personal examinations of seven patients out 
of the eleven with recurrences, I am able to 
state that in these the disease undoubtedly 
returned in the vaginal cicatrix. It is my 
opinion that in spite of all precautions to 
prevent contamination of the field of opera- 
tion, by the use of gauze packing and the right- 
angle clamps below the diseased cervix and 
the removal of a wide margin of vaginal wall, 
there is still great danger of implantation 
metastases during the operation. In support 
of this opinion it may be mentioned that in 
two of the five cases where there was accident- 
al perforation of the necrotic cervix during 
the operation the disease returned in the 
vaginal scar. Reference has already been 
made to one of these cases, the disease appear- 
ing in the cicatrix five months after the opera- 
tion with no recurrence for two years after 
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the removal of the indurated tissue proved 
microscopically to be carcinoma. 

There were to recurrences among the 31 
cases of carcinoma of the cervix surviving the 
operations, while there was only one recurrence 
in the 11 cases of carcinoma of the fundus. 

Still, evidence to be presented shortly, 
shows that while all precautions should be 
taken against local recurrence, because in a 
way this is more or less avoidable, some re- 
currences do take place in the glands. Per- 
haps a better way to state this would be that 
where the glands are the seat of metastases 
the disease is almost sure to return or to pro- 
gress, no matter how extensive the operation 
may be. 

The pelvic lymph glands. In the discus- 
sion of primary mortality reasons have al- 
ready been given for not removing the pelvic 
lymph glands in every case of cancer of the 
uterus subjected to the radical abdominal 
operation. It now remains to discuss the 
relation which the removal or non-removal 
of the pelvic glands bears to the end results 
of the operation. Bearing in mind what has 
been said about the inadvisability of removing 
lymph glands from a patient where this 
procedure may be enough to turn the scale 
so that death will be the result, it will not 
be surprising to find that only in a certain 
proportion of the fifty-one cases have the 
glands been removed. This is shown in 
Table VII. 

It is inappropriate in a discussion of this 
kind to present an exhaustive review of the 
literature relating to pelvic lymph glands in 
carcinoma of the uterus. More to the point 
is the presentation of my individual expe- 
rience with the pelvic lymph glands in the 
fifty-one cases operated upon. 

Glands were removed in 29 and not remov- 
ed in 22 cases. The removed glands were all 
subjected to microscopic examination. In 
five cases only were metastases found. Of 
these five cases one patient died from the 
operation, there was recurrence in three and 
one patient is still living, free from recurrence, 
three years after the operation. As has been 
stated, glands were only removed if it were 
judged that the life of the patient was not too 
much jeopardized by the additional time 


140 


required for their removal. Where the condi- 
tion of the patient warranted prolongation 
of the operation, attempts were made to re- 
move the lymph nodes, the efforts being di- 
rected not so much towards the greatly en- 
larged glands, which are not so apt to be 
cancerous, as to the smaller, harder lymph 
glands. However, not much time has of 
late been spent in looking for glands, since 
the microscopic researches of other operators 
show that only the exceptional case is ulti- 
mately cured if the glands be affected, whether 
attempts be made to remove the latter or 
not. No doubt when isolated lymph nodes, 
affected by cancer, are removed, permanent 
cure may result, but this is exceptional. I 
have removed the glands more for the pur- 
pose of microscopic study than in the hope 
of saving the patient by this means, in case 
the glands are cancerous. 

Percentage of operability of cancer cases. 
This has to do directly with both primary and 
end results, hence is germane to this discuss- 
ion. Jacobson has shown conclusively by 
his statistics that the percentage of operabil- 
ity of cancer of the uterus by the radical 
abdominal operation is more than twice as 
high abroad as it is in this country. This 
means a number of things. It signifies that 
we have not educated the profession or 
patients as to the necessity of early examina- 
tions for the detection of the disease. It also 
means that the American surgeon must 
operate upon a larger proportion of advanced 
cases; at least, he will not have as many early 
cases as foreign operators. Primary and end 
results will be correspondingly worse the 
more advanced the cases subjected to opera- 
tion. During the ten years I have been em- 
ploying the radical abdominal operation, I 
have examined in my university and private 
clinic 218 cases of carcinoma of the uterus. 
Of these fifty-one, or 23.4 per cent, were judged 
to be suitable for the radical operation. 
Greater experience leads me to the conclu- 
sion that some of the early cases were too far 
advanced for this operation. On the other 
hand, I think I missed some cases which could 
have been so operated by not making the 
decision rest upon an exploratory laparotomy 
rather than upon bimanual examination. 
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In conclusion, let me say that I am neither 
elated nor discouraged over the results set 
forth above. That I have saved patients 
who, had they been operated upon by older 
methods, would now be dead, I am quite cer- 
tain. That I shall save the next patient I 
operate upon I am not so certain, for its 
primary and end results are the most doubt- 
ful of any operation with which I have been 
concerned. 


TABLE I 


Radical Abdominal Operation for Cancer of Uterus— 
Primary Mortality in 51 Cases—4o cases cancer of the 
cervix—1II cases cancer of the fundus. 


July, 1902, to January, 1912 
DOtAl MUMIDER OL CORES. 6.05505 ccc assitesstew cane 51 
Total number of deaths 
Total primary mortality 
Primary mortality first 14 cases (6 deaths)....... 
Primary mortality last 37 cases (4 deaths) 
Primary mortality 40 (cervix) (9 deaths) 
Primary mortality 11 (fundus) (1 death)........ 


TABLE II 
Causes—Primary Deaths—1o Cases 


Shock and hemorrhage 
INR eet ei ccs. foe es eke ancien 
PRU oooh ars SEs ie os Se aha SHINES oie SSS 
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TABLE II 


End Results of Radical Abdominal Operation—Cases 

Operated on at least 5 Years Ago. 

Number of cases 

Primary deaths 

Number surviving operation 

Number of recurrences 

Number alive and well at least five years after 
operation 

Percentage of permanent cures 

Number cases cancer of cervix.................2. 

Number alive 

Number cases cancer of fundus 

Number alive 


TABLE IV 


Summary of Primary and Secondary Results of 51 Cases 
of Cancer of the Uterus Treated by the Radical Abdominal 
Operation. 


Primary deaths 

Secondary deaths (due to cancer) 
Secondary death (due to tuberculosis) 
Patients alive with inoperable recurrence 
Patient operated for recurrence 

Further recurrence 2 years later 
Patients alive with no recurrence. 


























TABLE V 
Number of Patients with Recurrence and Time of Recur- 
rence. 


Time of Recurrence Location No. of cases 
Me WN 3 Sess ca einwa ot oT a eee eer ee I 
 MUMB isis o.a,arsdis ces i. ree I 
ne: _ : SER nee c/a eee I 
ERE esis scargaals aise GUD nic sisvase.yelarauarene I 
Be Ore are inne inra sieve revasatd CME ais cde rorsea oun 3 
DFE aoe aca eas eaten EME 6 oc arcuavtwaae 4 
II 
TABLE VI 


Patients Alive at the Present Time (January, 1912) with 
and without Recurrences. 
Length of time 


since operation Cervix Recurrence Fundus recurrence Total 
9 years I - ix I 
8 years ne ae I I 
7 years I 3 8 I 
6 years Bi 7 I I 
5 years a iva - I 
4 years I a 2 3 
3 years 5 5 
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TABLE VI—continued 
Length of time : 
since operation Cervix Fundus recurrence Totay 
2 years 10) 3 4 10 
I year 5 o° 4 9 


Recurrence 
* 


Total number alive without recurrence............. 29 

Total number alive with inoperable recurrence. ..... 2 

*Patient alive two years since operation for recur- 
rence with no further recurrence................. I 





TABLE VII 
Summary of Pelvic Glands in 51 Cases 

Number of cases where glands were not removed. 
Number of cases where glands were removed... 
Number of glands showing metastases. 
Five cases with metastases— 

Primary death........ Peroni eng As 

a a ae 

Died 134 years later............. bos 

eS | ae 

Alive with no recurrence 3 years later... . 
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THE RADICAL ABDOMINAL OPERATION 


FOR CARCINOMA OF THE 


CERVIX UTERI, WITH A REPORT OF TWENTY-EIGHT CASES’ 
By HOWARD C. TAYLOR, M. D., New York City 


Gynecologist to the Roosevelt Hospital 


HERE is no problem of greater im- 
portance before the medical profession 
to-day than that of cancer. The real 
cause of the disease still evades us. 

Many laboratories in this country and abroad, 
with workers of the highest intelligence, are 
searching for the cause, but as yet, without 
success. We have accumulated many facts 
in regard to the disease, about its greater 
prevalence in certain localities, the nature of 
the growth, its occurrence in different animals, 
about its general and local symptoms, but the 
causative element still evades the most care- 
ful investigation. There is, however, one 
clinical fact about which we:seem to have 
positive knowledge. It is that theoretically 
there is a stage at which the cancer is a local 
process, and if it can be reached surgically, 
can be cured by an operation. We also know 
that practically few cases are seen sufficient- 
ly early to get that cure in more than a small 
percentage of cases. Certain organs that 
may be the seat of a cancerous growth are 


1 Read before the American Gynecological Society, Baltimore, May, 1912. 


so located that no examination that we are 
able to make with our present appliances 
and skill will reveal the disease until it is so 
far advanced that it is beyond the hope of 
any operation. Some organs are so located 
that even if we could detect the cancerous 
growth at an early stage, its removal would 
be, at the present time, surgically impossible. 
Neither of these conditions, however, obtains 
with that organ, the diseases of which make 
up an important part of our specialty, and 
the carcinoma of which forms the subject of 
our consideration to-day. The examination 
for a possible carcinoma of the uterus is one 
which a woman naturally shrinks from, and, 
unfortunately, postpones as long as possible. 
It is, however, easily made in a few moments 
without special pain or discomfort to the 
patient, and is positive in its findings. 

We all know the large number of deaths 
that occur annually from carcinoma of the 
uterus, either without or in spite of an opera- 
tion; we know the relatively small number 
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of cases that are at the present time cured, 
even by the most extensive operations. Yet 
I think that we will all agree that any in- 
dividual patient could be so carefully watched 
that she would be in little danger from the 
disease. If the disease were to appear, re- 
peated examinations would reveal it at such 
an early stage that a radical operation would 
almost surely save the patient. Practically 
almost every case of carcinoma of the cervix 
in this country dies either of the original 
disease without an operation, or of a recur- 
rence following an operation. Theoretically, 
almost every case could be saved. The part 
of the cancer problem for which this society 
should be responsible is to narrow the gap 
between the practical and the theoretical. 
We should do for the community at large 
what it is possible for us to do theoretically 
for the individual. 

While the laboratory worker is continuing 
his search for the active cause of the condi- 
tion, the community, as a whole, should have 
the full benefit of such knowledge as we have 
up to the present time. While I do not be- 
little for a moment the value of the laboratory 
work, it is a pity that more attention is not 


given to informing the country at large on 
the subject of cancer, as has been done during 
the past ten years on the subject of tubercu- 


losis. We should teach them that in the 
early stages the disease is curable, but that 
it must be taken with the first symptoms, or 
even before, and that the one treatment that 
offers this hope is a surgical operation. They 
should know that at the present time there 
is known to the medical profession no serum 
or vaccine or application, either medicinal or 
electrical, that will cure a carcinoma of the 
uterus. This is being done abroad, and there 
is not the slightest doubt that it will ulti- 
mately be done here. 


OPERABILITY 


Under operability, I wish to consider three 
things: 


I. My percentage of operability. 
II. A comparison of duration of symp- 
toms. 


III. The community operability. 
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I. MY OWN PERCENTAGE OF OPERABILITY 

There is no way which is really accurate by 
which we can compare the class of cases con- 
sidered operable by one man with the cases 
of another. 

In 1910, I operated on seventy per cent of 
the cases of carcinoma of the cervix which 
came under my observation; in 1911, I 
operated on sixty-eight per cent. These 
percentages, however, do not really carry 
a great deal of information. Cases that are 
obviously inoperable when first seen by the 
general practitioner are not sent to the spe- 
cialist for operation. 

In the same way, a certain number of pa- 
tients may enter the Out Patient Department 
without ever coming under my personal ob- 
servation. I have tried, however, to see all 
the cases of carcinoma of the cervix which 
apply to any part of the Roosevelt Hospital. 
If there is the slightest chance of operation, 
or if I am not absolutely sure that the case 
is inoperable she is always given the benefit of 
an examination under an anesthetic. If a 
hysterectomy is found impossible, then the 
growth is curetted and cauterized, and some 
of the unpleasant symptoms of the condition 
are relieved. A number of cases have been 
subjected to an exploratory laparotomy in 
order to determine to a certainty whether an 
operation is possible. I regret that I am 
unable to give the percentage of operability 
of my cases for the years previous to the year 
1g10. There is no doubt at all that since 
1910, at which time I began to do the radical 
abdominal operation on most of my cases, the 
range of operability has increased very 
materially. Formerly if there was any in- 
duration in the broad ligament outside the 
uterus, or if the growth had extended down 
at all on the vagina, the case was looked upon 
as one that was no longer operable. This, 
however, is entirely different since I have 
been doing the radical abdominal operation. 
If induration has not extended to the pelvic 
wall, and the uterus is at all movable, the 
patient is at least given the benefit of an 
exploratory operation. 

The increased percentage of operability 
of my cases is well represented by the fact 
that during the two years, 1910 and 1g11, I 
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operated on forty per cent more cases than 
during any two previous consecutive years 
although the amount of material that has 
passed under my observation has probably 
not materially changed for a number of years. 
This increase of forty per cent in my cases 
well represents the increased possibility of 
the radical abdominal operation in my hands. 


II. A COMPARISON OF THE DURATION OF 
SYMPTOMS 

It is, of course, not easy to determine the 
time at which the disease first began by a 
consideration of the first symptoms of a given 
case, but there are some interesting points 
to be gained by a consideration of the duration 
of symptoms in a series of cases. In looking 
up as far as possible the symptoms of all the 
cases of carcinoma of the cervix, on which I 
have done a hysterectomy, I find, if we con- 
sider those cases on which an ordinary ab- 
dominal hysterectomy or a vaginal hysterec- 
tomy was done, that in fifty per cent of the 
cases the symptoms lasted less than three 
months, in forty per cent of the cases between 
three and six months, and in only ten per 
cent had the symptoms lasted for more than 
six months. Of the cases on which I did a 
radical abdominal operation, the first symp- 
toms had existed for less than three months 
in eighteen per cent of the cases, between 
three and six months in forty-two per cent, 
and over six months in forty per cent of the 
cases; that is, the percentage of cases operated 
upon, the duration of whose symptoms had 
existed for six months, has been quadrupled 
by the radical abdominal operation over 
those of all other hysterectomies. 

In this connection too, it would be well to 
compare the duration of symptoms in my 
experience of twenty-eight cases with the 
series published by Aulhorn in the Archiv 
fiir Gynakologie, volume XCII, page 242, a 
series of cases in which he reports forty per 
cent of cures at the end of five years. In 
fifty-four per cent of his cases, the symptoms 
lasted less than three months, in twenty- 
eight per cent the symptoms lasted between 
three and six months, and in only eighteen 
per cent was the duration of the symptoms 
more than six months. Consider the differ- 
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ence in the duration of symptoms in this 
series of cases reported by Aulhorn, a series 
which is representative of operable cases in 
Germany, with my series of cases, which is, 
I believe, representative of the class of cases 
operated upon in this country, and we will 
understand that one reason for the great 
superiority of their statistics over ours is in 
getting their cases early. The difference 
between fifty-four and eighteen as the per- 
centage of cases with symptoms less than 
three months will make a great difference 
in the number of absolute cures, and until 
we get our cases earlier than we do now, we 
have absolutely no chance to get statistics 
that compare at all favorably with those 
reported from abroad. 


THE COMMUNITY OPERABILITY 

While these comparisons of the type of 
cases operated on by different individuals 
are interesting and of value, in the broader 
sense, carcinoma of the cervix uteri is a 
matter of the community and not of the 
individual. The question should not be, 
what percentage of the cases that fall into the 
hands of an individual are suitable for any 
operation, but what percentage of the cases of 
carcinoma of the cervix uteri in the com- 
munity are seen early enough to warrant an 
operation with the hope of curing the pa- 
tient. With this in mind I asked Dr. Guil- 
foy, the Registrar of the Board of Health in 
the City of New York, if he could find out 
for me the percentage of cases that died of 
carcinoma of the uterus that had had a 
hysterectomy. Dr. Guilfoy sent about one 
hundred and twenty-five letters to the doctors 
who signed the death certificates of cases of 
carcinoma of the uterus, and turned over to 
me something over one hundred replies. A 
number of these had to be discarded for vari- 
ous and sufficient reasons, leaving eighty- 
three cases that I could use for my purpose. 
These eighty-three cases included both car- 
cinoma of the fundus and carcinoma of the 
cervix, as the Board of Health of New York 
does not require a more exact diagnosis. Of 
these eighty-three cases, sixty-two, or seventy- 
five per cent, had never had any operation 
whatever other than a cauterization, and upon 
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only twenty-one, or twenty-five per cent, of 
the cases had a hysterectomy of any kind 
whatsoever been performed. A number of 
these cases on which a hysterectomy had been 
performed were obviously so far advanced 
that they should not have been operated 
upon at all, but should have been considered 
inoperable cases. For example, one case 
operated upon had a portion of the bladder 
and rectum removed, and died shortly after 
the operation from shock. This case was 
doubtless an inoperable case, and the operator 
made an error in judgrnent that we have all 
made in our desire to help a case otherwise 
hopeless. In another case, the operation was 
to control hemorrhage and not with any hope 
of curing. 

This certainly is not a good showing for 
New York, nor the medical profession here. 
The real test for our work should not be the 
percentage of cures of a given operator, or 
from a certain type of operation, but the 
broader one, of what proportion of all the 
cases in a given community are cured or given 
the benefit of the best surgical advice and skill. 

I am sure that the experience of each one 
of us is, that of the cases on which we operate, 
only a very few are seen sufficiently early to 
give us hope of a permanent cure. If only 
twenty-five per cent of all the cases have an 
operation, and in only a small portion of these 
is it done with the hope of curing the patient, 
‘but to add to the comfort and duration of 
life, it would seem that it would be necessary 
to devise some plan by which we can get these 
cases before the growth has become so ex- 
tensive. The probabilities are that any 
hysterectomy with symptoms lasting less 
than six months will give a better ultimate 
result than the most radical operation on the 
same case after the symptoms have lasted 
over six months. 

While I firmly believe in the radical ab- 
dominal operation for carcinoma of the cervix, 
I believe that there are greater opportunities 
in the further education of the medical pro- 
fession and the people at large, so that they 
may understand the early symptoms of the 
disease, and will send the patients to us be- 
fore they have reached the stage of inopera- 
bility. 
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PRIMARY MORTALITY 


In my series of twenty-eight cases, I have 
had three deaths, that is, a primary mortality 
of 10.7 per cent. This is low for the first 
cases in the hands of any operator. The 
number of cases in all (twenty-eight) is so 
small that the element of chance has un- 
doubtedly played an important part in my 
low mortality. One or two additional deaths 
in such a small number of cases would, of 
course, make a material difference in the 
percentage of deaths. The low percentage 
was certainly not due to the cases being early 
or favorable cases, as has been shown in a 
comparison of the duration of symptoms in 
my cases, as many of my cases would have 
been considered inoperable at the time when 
I did not do the radical operation. 

Of the three deaths, one died eighteen hours 
after the operation from shock; the second 
case died from peritonitis and infection, on the 
fifth day after the operation; the third case, 
one of my easiest, died suddenly from some 
cardiac condition, having run a smooth 
course up to that time. 

The fact that I lost only one case from 
infection warrants a short description of my 
technique. The growth in the vagina is 
first curetted and cauterized in order to make 
it as aseptic as possible. This, I think, is 
an important point, as it greatly lessens the 
chance of infecting the wound area when the 
vagina is opened from above. I have notin 
any of my cases used a clamp for clamping 
the vagina, as recommended by Wertheim, 
but after the vagina is opened, any fluid 
there is carefully sponged out and the vagina 
made as clean as possible before the uterus is 
entirely removed. 

In regard to drainage, I have not drained 
the general peritoneal cavity in my cases. 
I suture the bladder fold of peritoneum to the 
anterior wall of the vagina, and the rectal 
fold of the peritoneum to the posterior wall 
of the vagina, leaving a space at each side to 
which no peritoneum is attached. I then 
suture the anterior and posterior layers of 
the broad ligament with a line of sutures 
from one infundibulo-pelvic ligament to the 
other, including the anterior and posterior 
walls of the vagina in the middle line. A 
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small gauze drain is placed under each broad 
ligament, leading into the vagina at the point 
where it is not sutured to the peritoneum. 
The amount of drainage which I have used 
has always been very small, merely enough 
to keep a small opening so that, if there is any 
oozing, it would have a chance to come out, 
or if there is any accumulation of pus, it will 
have a chance to escape. I believe that 
there is no need in the ordinary case to drain 
the general peritoneal cavity, and that there 
is less danger of a secondary infection if it is 
entirely closed off at the time of operation. 
By closing the top of the vagina and draining 
each broad ligament space separately on 
either side, we have two cavities with separate 
drainage, instead of one large one. This is 
an advantage, for if one side escapes infection 
at the time of operation, it is not infected 
later from a septic process on the other side. 
The abdominal wound is closed without 
drainage. 
TO OBTAIN END RESULTS 

The end results of my operations have been 
very discouraging, and they are given in Table 
B. I have had the same difficulty that all 
men in this country have in keeping track of 
these patients. It is our custom to keep the 
names of the patients’ friends, and also, when 
possible, the name of the physician who sent 
the patient to the hospital. Many of these 
cases are from the poorer classes; they move 
frequently, and are soon lost sight of. Only 
three cases were operated on previous to five 
years ago. Of these three cases, one died of 
recurrence; the other two could not be located. 
Of the twelve cases which were operated on 
previous to two years ago, six are known to 
have died, one from the operation and five 
from recurrences, and six cases could not be 
found. Of the nine operated on between one 
and two years ago, five cases have died, one 
from the operation and four of recurrences, 
three cases remain well to-day and free from 
recurrence and one case not located. Of the 
nine cases operated on during the past year, 
two cases have died, one from the operation 
and one from recurrence, three remain well 
and free from recurrence, and three cases 
have not been located. This is not an en- 
couraging showing. 
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The question might well be asked, if we are 
justified in operating on these advanced cases, 
doing an extensive operation, when the 
ultimate results are no more promising. It 
seems to me beyond question that we are, 
because we accomplish a great deal, even if 
we do not permanently cure the patient. 
Every case has the hope that she is one of the 
cases who will be cured. There is a great 
difference in the comfort of a patient with a 
hope of cure, and one with the knowledge 
that there is no hope. The bleeding, the 
foul discharge, and the local inflammation 
are done away with. If a liberal portion of 
the vagina is removed with the growth, and 
there is a recurrence, it will be high up and 
in the abdomen, and in many cases there will 
be no returnof the discharge or bleeding, even 
late. It has been claimed that there is less 
pain with a recurrence after the radical opera- 
tion with the free removal of the pelvic con- 
nective tissue, than after the ordinary hys- 
terectomy. It is my impression, from the 
cases of recurrence which I have followed, 
that this claim is well founded. It would 
seem, therefore, that the operation is justifi- 
able even in the extensive cases where the 
chance of a permanent cure is small, as the 
mortality rate is not higher, and it renders 
the period of life which the patient has far 
more pleasant to her, both mentally and 
physically, than if she had had no operation 
whatsoever. 

In response to a request from our secretary, 
Dr. Broun, to find out the result of cancer 
operation in the states of New York‘ and 
Pennsylvania, I sent circular letters to about 
one hundred and seventy-five operators in 
Philadelphia, New York and Brooklyn. ‘The 
replies which I received did not give me any 
information along the line that I wished, and 
I have not been able to deduct from them 
anything of value as to the ultimate result of 
cancer operations in these two states. Two 
things, however, were very apparent to me 
from these replies, and these have avery dis- 
tinct bearing on this subject of carcinoma of 
the uterus. The first was the entire absence 
of reliable statistics among the operators. 
For one reason or another, nearly every man 
did not have his statistics at hand, and could 
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give me no reliable information as to the 
number of operations for cancer of the uterus 
which he had done, the nature of any of the 
operations, nor the ultimate result. This, 
I think, is most unfortunate. We all appre- 
ciate how difficult it is to follow our cases 
and get the end result, but there is no excuse, 
or should be no excuse, for not knowing the 
number of operations of a different kind that 
a man has done for carcinoma of the uterus, 
and there is no excuse for not knowing his 
percentage of operability for the different 
years. Jt is unfortunate that men who have 
large operative opportunities should not 
have had their records kept in such a way that 
they can deduct some idea of the amount of 
work along the different lines that they have 
done. ‘There is no doubt that there has been 
great improvement in all of our hospitals 
within the last few years along these lines, and 
I have no doubt that in the future we will be 
able to get better statistics. 

The other point that impressed itself on 
me from the replies which I received was the 
universal feeling that we do not get our cases 
early enough to be of very great benefit to 
them. Man after man stated that he saw 
only a very few cases on which he could 
operate. A number of men stated that the 
cases on which they did operate were so far 
advanced at the time that the operation was 
palliative and to relieve symptoms rather 
than with any real hope of curing the case. 

The conclusion which I have drawn as a 
result of a study of my own cases and replies 
to the circular letter which | sent out are as 
follows: 

First: The primary mortality of the radi- 
cal abdominal operation is not such that it 
should deter us from doing the operation. 

Second: The percentage of operability 
of the cases which come under observation 
of an operator, by the use of this operation, 
will be greatly increased over that of those 
where the simple hysterectomy is done, as 
was formally the case. 


SURGERY, GYNECOLOGY AND OBSTETRICS 








Third: That the end results will never 
compare favorably with the end results re- 
ported from abroad, until we are able to get 
our cases at an earlier stage of the disease, 
and that our justification for doing such a 
radical operation is in its moderate mortality 
and in the relief of symptoms, in a disease 
otherwise hopeless. 

Fourth: That our most promising field 
of endeavor on the subject of carcinoma of 
the uterus should be: First: More reliable 
and more complete statistics, including: The 
percentage of operability, the commurity oper- 
ability, primary mortality, and also, end re- 
sults. Second: A well regulated organized plan 
of campaign, in order to get our cases earlier 
than we do at the present time. This I be- 
lieve to be along the three well-known paths, 
the further and more exact education of the 
medical profession, a more detailed education 
of the public at large, and the routine ex- 
amination of all women after a certain age. 
It is my belief that until we do these things, 
our statistics will never compare with those 
that are reported from abroad, where they 
have been working along these lines for some 
years past. 


TABLE A 
Vaginal and 
Duration of ordinary Abd Radical Abd. Aulhorn’s 
Symptons Hysterec- Hysterec- Statistics 
tomies tomies 
1-3 months..... 5opercent 18percent 54 percent 
3-6 months..... 4opercent 42percent 28 percent 


Over 6 months .1opercent 4opercent 18 percent 
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THE PROGNOSIS IN RADICAL ABDOMINAL OPERATION FOR UTERINE 
CANCER! 
By FRED J. TAUSSIG, M.D., St. Louris, Missouri 


N accordance with the plan of this sym- 
posium, I have limited my report to the 
work of surgeons west of the Mississippi. 
The majority of these, it must be said, 

have been employing either simple abdominal 
or vaginal hysterectomy without removal of 
the parametrium, selecting only for this work 
the very favorable cases where the cancer was 
limited to the cervix. One or two have taken 
up the extended vaginal hysterectomy with or 
without cautery. 

From the Mayo clinic I received a report of 
twenty-two cases of cervical cancer operated 
on and free of recurrence at the present time. 
About one half of these were operated upon 
vaginally. Owing to the absence of certain 
data, I have preferred to report the cases from 
this clinic separately. From Dr. R. C. Coffey 
of Portland, Oregon, I received a reply stating 
that within the last year and a half he had 
done five radical abdominal operations for 
cervical cancer without any immediate mor- 
tality, but he did not give any further details. 

There remained then replies from seven 
surgeons with a total of thirty-seven opera- 
tions in which all the necessary data were at 
hand. Adding to this my own twenty-three 
cases made a total of sixty radical abdominal 
operations for cervical cancer. I wish here to 
thank Drs. Gellhorn, Crossen, W. H. Vogt, 
H. A. Hanser, Ernst Jonas, A. E. Hertzler and 
Howard Hill for their kindness in allowing me 
to include their cases in my report. 

In the absence of previous reports upon this 
important subject from this particular group 
of surgeons it would hardly seem wise to jump 
at once to a consideration of the end results of 
the operation. Moreover, the total number 
of patients to whom the five year limit since 
operation applies is too small to be in itself of 
special value. So I shall consider briefly 
some co-related matters. 

The question of prognosis in cancer of the 
cervix can be considered under these heads: 

1. The prognosis before operation, or per- 
centage of operability. 


2. The prognosis of the operation itself, or 
operative mortality. 

3. The final prognosis after operation, or 
percentage of recurrence. 

The prognosis before operation resolves it- 
self into the question, What patients are, in 
the absence of other curative methods, hope- 
lessly doomed and what ones have still a 
chance to be helped by operative removal of 
the growth? It is surprising how meagre are 
the statistics as to the operability of cervical 
cancer in American literature. Sampson’s 
figures of 39 per cent operability in 412 pa- 
tients admitted to Johns Hopkins Hospital is 
higher than the average, for many hopeless 
cases come only to the dispensary and are 
hence never entered on the hospital records. 
My personal tabulation based on the experi- 
ence of the past seven years in dispensary and 
hospital work slowed twenty-three cases sub- 
jected to radical operation out of 115 cases 
examined. Only one operable case refused 
consent to surgical intervention, making a 
percentage of operability of a little over 20 
per cent. I have not been unduly conserva- 
tive in setting the indications; on the contrary, 
I plead guilty to having subjected a number 
of patients to operation that I would now with 
riper experience put in the class of inoperables. 
From my colleagues in the West I hear of 
similar experiences. ‘They say: ‘‘ We see very 
few operable cases.” 

The prognosis of the operation itself de- 
pends largely upon the general condition of 
the patient, the amount of the involvement, 
and to no inconsiderable extent, upon the ex- 
perience and skill of the operator. Women 
with fatty abdominal walls are particularly 
bad risks for an operation such as this, re- 
quiring a prolonged Trendelenburg position. 
Where cachexia is an early symptom, the 
operative shock is very great and the mor- 
tality high. As to involvement, cases in 
which the ureter is compressed or the bladder 
wall infiltrated are very serious operative 
risks. The worst class in my experience, 


1Read before the American Gynecological Society at Baltimore, May 30, 1912 
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however, are the patients with an ulcerating 
crater which in spite of preliminary treatment 
tears open on the slightest pull from above 
and allows the highly infectious mush to enter 
the abdominal wound. Only through bitter 
experience did I learn not to attempt cases 
in which such a complication was likely to 
ensue. When the radical operation first 
came into use and extensive glandular dissec- 
tions were carried out in every case, the opera- 
tion itself was held to be extremely dangerous. 
With the present technique, however, it is 
only the complications of advanced cases that 
are greatly to be feared. For purpose of 
analysis the cases had best be grouped under 
four heads: 

(A) Cases in which the positive diagnosis 
of cancer could be made only by microscopic 
diagnosis. 

(B) Cases with a well defined ulcer involv- 
ing a greater or lesser part of the cervix but 
without parametral involvement. 

(C) Cases with cervix involved and ex- 
tension into the parametrium or the upper 
part of the vagina, but still partly movable. 

(D) Cases with involvement of para- 
metrium almost to the pelvic brim or begin- 
ning bladder infiltration but still not hope- 
lessly inoperable. 

The total of 60 cases were divided as fol- 
lows: Group A (very early cases) 3, mortality 
nil; Group B (moderately early cases) 16, 
deaths 2, mortality 12 per cent; Group C 
(advanced cases) 26, deaths 6, mortality 23 
per cent; Group D (very advanced cases) 15, 
deaths 10, mortality 66 per cent. The mor- 
tality of all but the most advanced cases was 
17 per cent, the total mortality 30 per cent. 
Of my own 23 cases, twelve belonged to the 
first three groups and only one was lost by 
the operation, 8 per cent, whereas of the very 
advanced cases only 3 out of 11 survived, 
mortality 72 per cent. This clearly shows 
that it is not the operation itself that is so 
dangerous but the unwise extension of opera- 
tive indications. 

The cause of the 18 operative deaths could 
only in four instances be attributed to shock. 
In the remaining cases the patients recovered 
from the immediate effects of the operation. 
In eleven of them, death was ascribed to septic 
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infection and occurred from the third to the 
fourteenth day. One patient each died from 
cerebral embolism, nephritis, and myocar- 
ditis. 

Deducting these eighteen deaths from the 
total of sixty operations, we have left forty- 
two patients to be studied as to the number 
and time of recurrences. In two instances 
the recurrence was noticed as early as the 
second month, and was probably due to an 
incomplete operative removal of the primary 
growth. Of the total number of fifteen re- 
currences, twelve recurrences became mani- 
fest within twelve months after operation, one 
developed during the second year, one during 
the third year and one patient in my own 
series did not develop a recurrence until 
four and a half years after primary operation. 

Deducting these fifteen recurrences, there 
are left twenty-seven patients. Unfortunate- 
ly six of this number could not be traced 
longer than a year or two after operations, and 
while some of these doubtless remained free 
of recurrence, particularly the four in whom 
the disease was limited to the cervix, we can- 
not class them as cures. We must also deduct 
two who died of intercurrent diseases, one of 
pneumonia and one of syphilis. This leaves 
nineteen at present free of recurrence out of 
forty-two who survived the operations. 

Taking into consideration only the opera- 
tions that were done over five years ago, we 
have a total of fourteen. By a strange coin- 
cidence there was not a single operative mor- 
tality among these first fourteen patients. 
Apparently each operator was particularly 
careful in the selection of his first cases. Of 
these fourteen, one could not be traced, and 
one died of an intercurrent disease. Deduct- 
ing these, gives us twelve patients, and of this 
number five are still free of recurrence (41.6 
per cent). 

To approximate the absolute percentage of 
cures, we multiply the percentage of opera- 
bility by the per cent of recurrence and this 
by the percentage of those who recovered 
from the operation. Taking an approxima- 
tion of 25 per cent operability, we have 


25X41.6X 100 





= 10.4 per cent 
10,000 














In other words, as far as these rather meagre 
statistics go, we cure by means of the radical 
operation about ten out of every hundred 
women who come to the clinic or hospital. 

Considering only operations done four years 
ago, we have a total of twenty-five with a mor- 
tality of six, or 24 per cent, and eight free of 
recurrence. Three were either not traced or 
died of intercurrent disease. Hence we have 
50 per cent free of recurrence. 


25X50X76 
10,000 
gives 9.5 per cent absolute cures. 

From the Mayo clinic I obtained through 
the courtesy of Dr. W. J. Mayo and Dr. L. J. 
Stacy the following data. Of the patients 
operated for cervical cancer by the radical 
abdominal method from 1902 to 1912, twelve 
remain free of recurrence. Of this number 
five have passed beyond the five-year period. 
In only three of the twelve was there para- 
metral involvement. 

In collecting statistics regarding cervical 
cancer, I took occasion also to inquire about 
cases of cancer of the body. The Mayos have 
apparently seen an unusually large number 
of such cases, 40 in all, ten of which were 
associated with fibroids. From other sources 
I learned of the outcome of 14 additional 
cases. In none of these 54 cases had there 
been thus far any recurrences. Even con- 
sidering the fact that about half this number 
are too recent to be classed as cured, it is 
sufficient evidence of the unusually benign 
prognosis of cancer of the uterine body. The 
majority of these corpus carcinomata were 
removed by simple vaginal hysterectomy. 

If we are justified in drawing any con- 
clusions from the foregoing reports, they 
would be as follows: 

The radical abdominal operation for cer- 
vical cancer is not in itself a dangerous opera- 
tion. It becomes dangerous only in advanced 
cases owing to the attendant complications, 
septic infiltration, injury to bladder or ureter, 
bleeding, prolonged narcosis. 

The percentage of recurrences is distinctly 
less after this operation than after simple 
vaginal hysterectomy. It should therefore 


be employed in every case of cervical cancer 
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in which there is no special contra-indication 
to a more extensive operative procedure. 

In very advanced cases the immediate 
operative risk is so great.and the likelihood of 
recurrence such, that these patients had better 


be classed as inoperable. Out of fifteen pa- 
tients in this group not a single one is alive 
to-day. 

The fact that our percentage of absolute 
cures is small as compared with German or 
Austrian statistics is not due to greater 
operative mortality or to narrowing the limits 
of operability. It is not due to lack of bold- 
ness or skill on the part of the surgeons but 
to the character of the material that comes to 
him for operation. ‘The women are negligent 
of early symptoms and the average practi- 
tioner careless of diagnosis or inclined to try 
palliative measures until the disease is too far 
advanced. The percentage of operability 
is less than one half that of the average 
German clinic. Only by improving the 
medical training of the men who go into gen- 
eral practice, by the extermination of quacks 
and most of all by the persistent systematic 
education of the laity can we ever hope for 
better results. 

TABLE t. 


REPORT OF 60 RADICAL ABDOMINAL OPERATIONS FOR 
CERVICAL CANCER BY 8 WESTERN 
SURGEONS, 1903-1912 
" 





Total Case 


eee 60 
Died from operations .. ..18 
Percentage mortality .. . .30% 
PROCUIPONGE 6 ok. oie sec sos 15 
Possibly saved by opera- 
orb... 3 14 IO ° 


i 
Percentage possibly saved.45% 100% 87.5% 38% 0% 


TABLE 2. 


Report OF LATE RESULTS OF RADICAL ABDOMINAL 
OPERATION FOR CERVICAL CANCER 


Five-year Four-year 
Limit Limit 
Number of cases... .. 14 25 
Died from operation... . ° 6 
Recurrence........ 7 8 
No report...... Akos I 2 
Died from other causes . . I I 
Free of recurrence....... 5 8 
Percentage free of recurrence. ... . 41.6% 50% 
Estimate percentage of operability. . . 25% 25% 


ul 
sQa 
Oo 
wn 
n 
Nx 


Percentage of absolute cure... . 10. 
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MEANS IN THE TREAT- 


MENT OF VISCERAL PROLAPSE AND ITS COMPLICATIONS! 


By FRANKLIN H. MARTIN, M. D., Cuicaco 


OUTLINE SUMMARY 


I. 
ENERAL visceral ptoses is indicated, 
+ among other things, by a ptotic figure 
that is characteristic, by a peculiar 
attitude of the individual when stand- 
ing, and by marked muscular insufficiency. 

II. General visceral prolapse leads to 
intestinal stasis, digestive disturbances and 
neurasthenia, and, in the author’s opinion, is 
one of the important etiological factors of the 
Lane kinks of the terminal end of the ileum, 
Jackson’s membranes, kinks of the pylorus, 
the cystic duct of the gall-bladder, the duo- 
denal-jejunal junction, the appendix at the 
termination of its mesoappendix, the trans- 
verse colon and other portions of the large 
bowel, and to a distinct contraction of the 
parietes of the upper abdomen. 

III. These various intestinal bends, when 
long continued and when subject to consider- 
able mechanical irritation or to intercurrent 
inflammation, become fixed by adhesions, and 
as they are in a disadvantageous position, 
their bends and fixations must be corrected 
before the ptotic individual can be success- 
fully treated for his ptoses. 

IV. In uncomplicated general ptoses or 
ptoses in which the complications have been 
corrected by surgery, the treatment herein 
described gives prompt, and if conscientiously 
followed, permanent relief, except in the con- 
genital type. In the congenital type, too, 
relief is obtained if the subject persists in the 
treatment. 

V. The treatment consists in substituting 
active muscular exercise for passive exercise 
and rest, the active exercise being made ac- 
ceptable and advantageous by directing that 
it be taken while the patient is in the Tren- 
delenburg position; and by re-enforcing the 
muscular parietes, at the beginning of the 
treatment, by properly constructed supports 


1 Read before the American Gynecological Society, Baltimore, May, 1912. 


to be worn by the patient while in the per- 
pendicular position. 

VI. Systematic persistence in this treat- 
ment strengthens the defective muscles and, 
by the aid of gravity, replaces the prolapsed 
viscera. The temporary supports retain the 
viscera at their proper level until the fat 
deposited as a result of better nutrition, and 
the reconstructed muscular parietes, make a 
permanent anatomical support. 

VII. The author’s results convince him 
that this treatment in relieving ptoses will 
prevent relapse of the complications of ptoses, 
if they are first relieved by appropriate sur- 
gery, and thus make unnecessary the radical 
surgery of Lane, which involves “short 
circuiting” or extirpating the colon, or the 
operation of Coffey, which has for its object 
expansion of the upper abdomen. 


The alluring subject of the etiology of 
ptoses will not be discussed in this paper. 
Neither shall I discuss the many intricacies 
of ptoses, as the subject is one that is thor- 
oughly understood by the members of this 
Society and has been handled in its various 
phases by Richard Smith, Edward Reynolds, 
Robert W. Lovett, Joseph A. Blake, Maurice 
Richardson, J. Riddle Goffe, John G. Clark, 
W. M. Polk and many others. 

My task shall be confined to outlining a 
treatment for ptoses and accompanying com- 
plications, by the employment of a systematic 
combination of simple and well known 
measures. It will be necessary, however, to 
point out a few general principles of an 
incontrovertible character which suggest some 
of the causes of ptoses, in order to present 
the scheme of treatment herein proposed. 

First, I wish to compare the physique and 
natural attitude of a normal, healthy individ- 
ual with one who is known to be suffering 
with ptoses: Figures 1, 2, and 3 represent, 
respectively, a front view of the typical 
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ptotic form, a side view of the same figure 
and a typical abdominal ptosis more particu- 
larly of the acquired variety. Figures 4, 5, 
6 and 7 represent side and front views of 
healthy individuals without ptoses, such as we 
might easily duplicate anywhere from among 
the rank and file of healthy individuals. 
Without going into a discussion here of the 
etiological factors, differentiating between 
congenital and acquired causes, I wish to call 
attention to a few of the essential differences 


between the normal group presented, repre- 
senting healthy individuals, and the group 


which represents definitely sick individuals. 

A profile view (Fig. 2) shows the well-known 
attitude of body which is characteristic of the 
individual possessing, or having a tendency 
to ptoses. Notice the forward bend of the 
neck and the forward curve of the body above 
the waist, with arms hanging forward of the 
middle line of the trunk. It is the compen- 
satory stoop of this type of ptosis. Note the 
flatness of the area between the lower end of 
the sternum and the costal arch, the bulging 
of the lower abdomen, the straight back, the 
flat chest and general muscular flabbiness. 

An X-ray picture of this individual's 
skeleton would show a sacrum nearly per- 
pendicular with the spine, instead of project- 
ing backward at an angle of nearly forty 
degrees with the body axis. The lower border 
of the symphysis pubis would be shown far 
above the tip of the coccyx instead of being 
perceptibly below it as it is in the normal. 
The cavity of the pelvis, in other words, would 
be parallel or perpendicular to the abdom- 
inal cavity instead of appearing at a decided 
angle to it. (Fig. 8.) The same X-ray 
picture of this individual would show an 
obliteration of the normal lumbar and dorsal 
vertebral curves and a flattening of the chest 
cavity by change in its bony cage. 

A schematic drawing of the outline of the 
abdominal cavity of the ptotic figure in pro- 
file, taken in the perpendicular, is quite 
accurately shown in Fig. 9. It represents a 
truncated cone resting on its base. Fig. 10 
represents the outline in the same type when 
viewed from the front. Here again we have a 
truncated cone with the base at the bottom. 
By comparing this with the outline of the 


PROLAPSE 


AND ITS COMPLICATIONS 151 


abdominal cavity of the normal individual 
in profile (Fig. 11), we note that the cone is 
reversed, with the base between the expand- 
ing chest walls above and the apex at the 
symphysis. The outline in the front view 
shown in the female is more cylindrical than 
in the male. The latter represents the cone 
with its base at the diaphragm, while the 
former is the typical hour-glass outline. 

So far, then, we have no difficulty in recog- 
nizing that the general ptotic individual has 
definite peculiarities of body form and atti- 
tude that are characteristic. Briefly, they 
are: (a) the compensatory stoop; (b) small- 
ness of the upper abdomen due to a flat chest 
and abnormal flatness of the dorsal verte- 
bree; (c) expansion of the lower abdomen by 
flatness of the lumbar curve with expansion 
of the abdominal parietes and obliteration of 
the normal promontory of the sacrum, thus 
giving the loosely attached viscera no vantage 
points of support on the flabby, receding walls. 

This abdominal cavity, which becomes so 
distorted in well advanced ptoses, depends 
much for its normal contour on the proper 
development of its muscular walls. Fig. 13 
represents the muscles of the normally 
developed abdomen. In the ptotic individ- 
ual, on the other hand, the recti muscles which 
normally are so strong are usually distinctly 
weak. The pyramidalis, which should con- 
stitute a key to the wedge of the support of 
the lower abdomen, is flabby and inactive. 
In comparison with the normal, the external, 
oblique and transversalis are thin muscular 
sheets, frequently predominating in thin 
aponeurotic layers, rather than well-bellied 
muscles held together with strong aponeu 
rosis. The whole abdominal group presents 
an inadequate bulging wall rather than a 
compact perpendicular bulwark. 

Fig. 14 represents the deep back group as 
shown in the normal individual. This, with 
its balancing group, especially as represented 
in Fig. 15, with the sacrospinalis and multi- 
fidus spine which have so much to do in 
maintaining a proper balance of the spinal 
column, is woefully neglected and atrophied 
in the class of men and women under discus- 
sion. The quadratus lumborum is particular 
ly weak and flabby in these individuals. 
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Typical ptotic figure showing flat chest, straight back and cannon ball abdomen. 


2. Fig. 3. 
(Drawing from Richard Smith’s collection.) 


(Drawing from Richard 
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Fig. 1. Fig. 
Fig. 1. Typical ptotic figure of the congenital type. 
Fig. 2. 
Smith's collection.) 
Fig. 3. Typical acquired ptoses type representing the exaggerated feminine figure. 


In examining in detail the muscular in- 
sufficiency of one of these individuals, we 
should also note the external muscles of the 
pelvis and thigh. These muscles which aid in 
balancing and maintaining the pelvis at its 
normal tilt are flat, deficient and inadequate. 
Particularly will this be noticed in comparing 
the defective muscles with a normal group. 
In the gluteal group and the strong upper 
thigh muscles (Fig. 16) we can compare the 
corresponding balancing muscles of the in- 
terior of the pelvis, that is, the iliacus pyri- 
formis and psoas muscles (Fig. 17). 

Again note the normal muscles in the deep 
group at the upper portion of the back (Fig. 
18). This group will be found woefully 
inadequate in the ptotic type of individual. 
The levator and depressor muscles of the ribs 
must perform their action or the ribs will 
gradually fall to the spine. 

Higher up we note the effect on the relation 
of the spinal column to the height of the 
shoulders and the chest walls, due to the 
inadequacy of the pectoralis muscles in front 
and the trapezius muscle and latissimus dorsi 
behind. (The normal muscles are shown in 
Fig. 19.) Even the condition of the deep 
cervical head and neck muscles must be taken 
into consideration in accounting for the im- 
proper curve of the cervical vertebra in the 
defective figure. (Fig. 20 shows a cross- 


section as well as a profile view of the freed 
muscles of this group in the normal individ- 
ual.) 

In connection with the chest walls and the 
upper abdominal walls we must take into 
consideration that great series of muscles 
which separates the two cavities, the abdomen 
and the thorax, and which plays such an im- 
portant part in the function of each, viz: 
the diaphragm. (Fig. 21.) The effect of a 
gradual contraction of the thoracic walls from 
which it receives its principal attachments 
and the gradual receding of the principal 
contents of the upper abdomen gives to the 
diaphragm a task in which it is destined to 
fail even if it is inherently strong, and one in 
which it will play a conspicuous part in the 
general disaster if it is inclined to be weak. 

Why does the bony frame of the trunk of a 
ptotic individual curve forward at its upper 
and lower extremities instead of remaining 
normal? Why should not the powerful 
muscles of backward tension succeed in per- 
forming their function as adequately as those 
of forward tension? Is it because the anterior 
group of muscles or flexors are proportionately 
more powerful than the extensors for the 
task they have to perform? Is it because 
when the muscles of the whole trunk are at 
rest in sitting or lying down, the trunk is 
slightly bent forward as the hand is slightly 
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flexed when at rest? (Fig. 22.) Is it the 
position of relaxation? Is it because the 
changed center of gravity, due to the moving 
forward and downward of the movable 
viscera of the trunk, is more easily retained 
by the standing figure by slightly bending the 
body forward? Is it because the strong fascia, 
the aponeurosis and ligaments of the body 
which stand for internal support become 
weakened and stretched coincidentally with 
muscular insufficiency, causing the connec- 
tions of the framework of the body to become 
loose and shift accordingly, and in shifting 
in the direction of least resistance, make for 
the deformity? Is it because when the back 
muscles or body extensors are favored or 
allowed to remain dormant for a long time 
by the individual assuming frequently the 
position of relaxation, these muscles will not 
only become weakened but will be obliged 
when they do act, to overcome and take up 
the slack of the stretched fascia, aponeurosis 
and ligaments, and this in time will lead to 
their exhaustion and to the development of 
still further deformity while they recuperate, 
and thus another vicious circle will be estab- 
lished? 

A comparison of the normal individual 
with the defective type which is known to 
possess multiple visceral ptoses markedly 


demonstrates that the defective possesses 
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Fig. 4. Typical normal female. 

Fig. 5. Typical normal female of the atheletic type. 

Fig. 6. Back view of heavier athletic type of normal individual. 
Fig. 7. Typical male athletic type. 
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Fig. 6. Fig. 7. 


(From a photograph.) 


(From Sargent.) 
(From Sargent.) 


(Model from Sylvester Simon’s gymnasium. ) 


general muscular inadequacy which (a) affects 
the contour of the abdominal cavity, (b) 
results in the chest becoming contracted by 
descent of the ribs, (c) accounts for the de- 
fects of attitude in the standing individual; 
and finally, explains many of the skeleton 
defects which we have learned to observe. 
Right here we must not overlook one other 
fact in studying these interesting individuals 
with their peculiar body condition and 
attitude. An individual may have acquired 
weak muscles as the result of acute or chronic 
disease, affecting every group of muscles we 
have mentioned, and still not possess ptoses. 
Such an individual, however, will have to be 


x 








Fig. 8. Typical ptotic individual of congenital type 
with reproduction of pelvis showing its perpendicular 
attitude. 
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Fig. 9. Typical ptotic figure showing schematic cone 
shape of abdomen with base of cone in the pelvis. 


Fig. 10. Same as Fig. 11, 
cone in the pelvis. 


front view; showing base of 


constantly on the alert to avoid gradually 
adopting unconsciously the forward bend of 
relaxation. This, if not corrected by prompt 
return to normal nutrition accompanied by 
suitable rest and intelligent endeavor to 
counteract the muscular tendency, will lead 
to an acquired ptosis. Too often, we observe 
this same condition among young girls and 
women even where there has been no acute or 
chronic crisis to account for the onset. It is 
gradually acquired by the individual indolent- 
ly assuming too frequently the attitude of 
rest, without at any time giving the muscles 
of the body proper exercise. Fortunately in 
these days of wholesome athletics, we do 
not see so much of this. 


SURGERY, GYNECOLOGY 


AND OBSTETRICS 





Fig. 11 Normal individual showing cone shape of 
abdomen with cone reversed with its base beneath the 
diaphragm. 

Fig. 12. Front view of normal female abdominal cavity 


representing an hour glass, with large portions beneath 
the diaphragm and the pelvis. 


These individuals, if not rescued in time. 
acquire a weakening of the respiratory muscles 
which inevitably leads to a contracted chest, 
an inadequate diaphragm action, a contrac- 
tion of the upper abdomen, a gradual descent 
of the upper abdominal viscera, digestive 
and nutritional disturbances, attenuation of 
the mesentery and ligament attachments 
from loss of fat, expansion of the lower abdo- 
men from muscular weakening and visceral 
pressure, and finally to neurasthenia. This 
is practically the same picture that is pre- 
sented in the definite congenital type in which 
is found the unblended mesenteries, the un- 
fixed ascending and descending colons, the 
loose duodenum, the unascended kidney and 
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undescended testicles. In fact, the pictures 
resemble each other so closely that frequently 
without an exploratory or postmortem ex- 
amination of the abdominal organs a differ- 
entiation cannot be made. 


POSTURE, ABDOMINAL SUPPORTS, GYMNASTICS 

AND FEEDING SYSTEMATICALLY APPLIED 

AS A FORM OF TREATMENT 

Before any form of treatment of a hygienic 
character is attempted for general abdominal 
ptoses, careful analysis of the cases should be 
made to exclude complicating factors of the 
ptoses which would require preliminary 
surgical treatment, or if preliminary surgical 
treatment is necessary, means should be 
instituted at once to utilize it. These com- 
plications include partial obstruction due to 
bends made permanent by adhesions, adhe- 
sions of viscera in disadvantageous positions 
due to intercurrent inflammation of some 











part of the abdomen, and complicating tumors 
and permanent changes in walls of the trunk. 

The treatment that I wish to present and 
discuss may be divided as follows: First, 
posture; second, temporary supports; third, 
exercise of the muscles and correction of 
postural habits: fourth, fresh air and feeding. 


POSTURE 

The effect of posture on the viscera in the 
opened abdomen is demonstrated every time 
a patient is placed in Trendelenburg and the 
abdomen opened. The same demonstration 
can be made on unfixed viscera without open- 
ing the abdomen, by means of the X-ray. 
Fig. 25 shows the position of the stomach of a 
patient after the patient has been walking 
about, taken in the perpendicular position. 
lig. 26 shows the position of the same stom 
ach immediately following the taking of the 
picture just shown, after the individual had 
assumed the Trendelenburg. Fig. 27 shows 
another case with the picture taken in the 
standing position and Fig. 28 shows the same 
stomach immediately afterwards, taken in 
the Trendelenburg position. By placing a 
ptotic individual in the Trendelenburg posi 
tion the prolapsed viscera, if not prevented 
by adhesions, contracted walls, or new 
growths, will seek to gravitate to their 
normal level. Placing the patient in the 
Trendelenburg position, then, is the first act 
in the treatment under consideration. 
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Fig. 18. 





TEMPORARY SUPPORTS 
The most effectual and satisfactory pre- 
liminary abdominal bandage is the Achilles 
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Fig. 21. 


Rose adhesive mole skin plaster, placed upon 
the abdomen while the patient is in Trendel- 
enburg position, after the viscera have been 
restored. (Fig. 23.) If this is found to afford 
relief and severe symptoms, which reveal 
adhesions or prolapsed viscera, do not follow 
its application in a short time, a well fitting 
canvas abdominal support or corset can be 
substituted for wear during the day. These 
permanent supports in the form of bandages 
and corsets are shown in Figures 24, 29, 30. 
31, and 32. The essential thing in any 
abdominal support for the treatment of these 
cases is to have it uplift rather than compress 
the contents of the abdomen. 

EXERCISE AND CORRECTION OF 

HABITS 


POSTURAL 


The exercises are of two varieties, those 
which are practiced in connection with postur- 
al treatment in the Trendelenburg position 
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and those practiced while wearing the ab- 
dominal support in the upright position. 

The individual with the marked type of 
ptoses is required to arise from his bed each 
morning and assume a position on his back 
upon his extemporized Trendelenburg table, 
without a bandage (Fig. 33). While in this 
position, simple active muscular exercises are 
indulged in. 

In order to systematize these exercises and 
classify them for the purpose of giving in- 
struction to my patients or to nurses who have 
charge of the cases, I have outlined a few 
simple maneuvers. 

The first movement, which I frequently 
prescribe to my convalescent patients who 
have the ptotic habit and have been subjected 
to surgery because of intercurrent difficulties 
or complications of ptosis, consists in the slow 
flexion of the leg on the thigh and the thigh 
on the abdomen, without unflexing or ex- 
tending the leg and without lifting the foot 
trom the bed. Fig. 34 depicts this simple act 
with either limb. Fig. 35 is the same maneu- 
ver with both limbs. 

As this is one of the simplest exercises and 
reserved for convalescent patients it is carried 
out upon a cot at the side of the patient’s bed. 
the end of which is elevated by placing a chair 
under it to secure the Trendelenburg position. 

The regular routine exercises hereinafter 
described are best carried out on an ordinary 
ironing board employed as a convenient sub- 
stitute for the Trendelenburg table. (Fig. 
30.) 

Movement two consists in slow, extreme 
expansion of the chest by deep inspiration and 
slow expiration. In my opinion, this is the 
most important exercise that can be prescribed 
for a ptotic patient, and for that reason it is 
insisted upon as the alternate movement in 
connection with all the others. To secure the 
best effect in ptoses, this exercise should be 
practiced in the Trendelenburg position and 
should be performed with: (a) pressing both 
hands upon the lower abdomen toward the 
diaphragm; (b) elevating the shoulders with 
arms extended slowly at right angles to the 
sides (Fig. 37); and (c) elevating the arms 
above the head perpendicular to the body. 
This movement brings into play the dia- 











Fig. 23. Application of the Achilles Rose adhesive 
plaster. Bandage applied with patient in Trendelenburg 
position. 


phragm, the abdominal muscles, the back 
muscles, the depressors and levators of the 
ribs, the shoulder muscles, the strong pec 
toral, the trapezius and even the strong 
cervical group of muscles. 

The third movement is the elevation of the 
lower extremities at right angles to the trunk. 
with preliminary knee flexion (Fig. 38); then 
slow flexion at the knees, followed by extreme 
flexion of the thighs on the abdomen; and 





Fig. 24. Well known binder of desirable construction 
supporting abdomen of ptotic individual of exaggerated 
feminine type. 











‘uolsod Sinquajapuery, oy} pownsse prey “9UIT] BWIOS JO} JNOQL SuryyVa udaq sey 
[PNPIAIpUL ay. Joye “Sz “Sy Surmoyjoy Ajoyerpowwt uoyey ydeasojoyg “oz ‘BUY quaned Jaye UoNtsod AvypNotpuadsod ur uoyR7 [enpLatpul oNo}d Jo Avi-y “Sz “31 











MARTIN: VISCERAL PROLAPSE AND ITS COMPLICATIONS 159 





Vig. 27. X-ray taken of ptotic individual with patient in perpendicular position. 





lig. 28. Same stomach after the individual had assumed the Trendelenburg position. 








Fig. 20. Fig. 30. 
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finally slow extension to beginning position. 
This movement may be carried out (a) with 
one limb at a time, or (b) with both limbs 
simultaneously. 

These two movements when properly 
accomplished, exercise some muscles that are 
seldom brought into extreme action by the 
ordinary use of the extremities; especially is 
this true of the deep psoas muscles, the deep 
posterior sacral and back muscles and most 
markedly the recti and pyramidalis muscles 
of the abdomen. 

The fourth movement consists of slowly 
elevating the lower portion of the trunk on 
the soles of the feet and back of head and 
shoulders. (Fig. 39.) This obviously brings 
into play the strong extensors of the back, 
the lumbar, dorsal and posterior cervical 
group, the anterior muscles of the thigh and 
the front and lateral muscles of the abdominal 
walls. 

A fifth movement employed with the 
stronger patients consists in raising the body 
to a sitting position with the hands by the 
side, or if necessary at first, by grasping the 
edge of the board with the two hands to assist 
in the movement. (Fig. 40.) 

These movements are the important ones, 
and rather than add confusion by multiplying 
them, I modify them slightly. To exercise 


the adductor and abductor of the thighs, and 
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Fig. 31. 


lig. 32. 


2g. Another style of abdominal bandage of a very desirable type for both men and women. 

30. A corset abdominal support showing effect of application to an exaggerated feminine type with ptoses. 
1. Same style of support applied to a male patient. 

2. Form of corset for ptotic females which is very satisfactory. 


particularly to reach the little obturator and 
pyriformis which are both outside and inside 
the pelvis, in a sixth movement, the patients 
are instructed to (a) separate the knees widely 
with the two feet parallel, with the soles flat 
on the board (Fig. 41); or (b) a more difficult 
exercise, with the two feet extended at right 
angles to the body, to slowly separate them 
to the extent of comfort (Tig. 41). 

Patients who are weak and unaccustomed 
to active exercise are assisted at the beginning 
by the nurse or a member of the family until 
such time as they can exercise by themselves. 

Frequently it is desirable to employ the 
influence of posture, more particularly in 
prolapsed or retroverted uteri, where these 
organs are not permanently fixed by adhe- 
sions. This I have designated as the seventh 
movement. 

There are three influential factors that may 
be utilized in these cases in the gymnastic and 
postural treatment; (a) replacement of the 
displaced uterus by the knee chest posture: 
(b) ballooning the vagina and sometimes the 
rectum by distending them with air; (c 
aiding these two measures by contracting and 
relaxing the abdominal muscles and the 
diaphragm. 

The exercise consists of three movement~ 
in the hands-and-knees position either on a 
level surface, or better, an inclined plane 
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Fi Positi laced! : stad Fig. 36. Simple and inexpensive means of obtaining 
ig 23 OS oO aay CC or excercises Gescripe or . 1 af a+ 
IB. 33. we . Trendelenburg position. 


ptotic patients. 





Fig. a7. Movement two consists of exaggerated expan 
sion of the chest with arms above the head or, as in Fig 
33, With pressure of hands over the lower abdomen. 


Fig. 34. Movement one, consisting of flexing leg upon 
thigh and thigh upon abdomen. 


\ 





Fig. 25. Second act of firs ‘me - , ' , 
ss cond act of first movement. Fig. 38. Movement three. After extreme expansion 


of limbs one at a time and then together, leg is flexed upon 
(Fig. 3). The (a) movement is slow. deep thigh and thigh upon abdomen, followed by return to 
inspiration and expiration of the lungs in the —°'¢ned herizontal position. 
knees-and-hands position; (b) lowering the 
upper portion of the body so that the chest 
and knees will be in contact with the board 
(Fig. 44); (c) deep inspiration and expira- 
tion while in the last or true knee-chest 
position; finally returning to the knees 
and-hands position. 

These movements may be repeated slowly 
from knee-hands to knee-chest and back 
again, with deep breathing interspersed. This 
maneuver is usually prescribed as the last 
one of the series of exercises. The patient is Fig. 39. Movement four. 
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Fig. 40. Movement five. 
then instructed to assume her bed or couch 
in Syms position for rest. 

The ballooning of the vagina is facilitated 
and assured if there is any doubt about its 
being accomplished. by instructing the patient 
to slip a small tube of glass or hard rubber 
with a vulva protecting flange into the vagina 
before beginning the maneuver. This insures 
an inrush of air into the vagina on the patient 
assuming the knee-chest position, thereby 
throwing the cervix high and into the hollow 
of the sacrum and favoring a forward move- 
ment of the fundus of the uterus by gravity 
and by the bellows-like or aspirative action 
of the abdominal cavity with the contraction 
of its muscular walls. Where still further 


action is required on the fundus of an im- 
pacted uterus, means should be used to bal- 
loon the rectum as well as the vagina. 

It is advisable. if exercises of the kind recom- 
mended in this paper are to be of any value, to 
impress upon the patient the importance of 
them. and to give exact directions in regard 





Movement six (a). 


Movement six (b). 


Fig. 42. 


to the length of time to be employed with 
the movements and the exact kind and 
number of each movement. In order that 
the patients be well started with the exercise 
it should be conducted at first under the 
supervision of a conscientious nurse. Later 
the exercises should be observed once or twice 
a week by a nurse or other reliable attendant, 
who will make a definite report on the progress 
of the patient. This report should include 
the weight of the patient and measurements 
at extreme inspiration and expiration of the 
chest, waist and abdomen, also measurements 
of the abdomen at the tip of the ninth rib with 
full chest expansion and contraction. 

At the beginning it is well to prescribe a 
few movements carried out slowly, ten to 
fifteen minutes’ time being allowed morning 
and evening. As the patients develop mus- 
cular strength, the movements may be in- 
creased from three or four of each of the 
principal movements properly alternated, to 
six or eight or even ten of each carried out 
more rapidly and occupying from fifteen to 
twenty minutes time for their execution. 

In ptotic cases the bath and rubdown, con- 
sisting of a sponge bath in convalescent cases, 
with a coarse towel friction rub, should be 
given in the recumbent, or better, the Tren- 
delenburg position. Then after the required 
rest, a properly supporting abdominal ban- 
dage should be applied, with the patient in the 
Trendelenburg position. The patient should 
then be allowed to assume the upright 
position. 
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lig. 43. Movement seven (a). 

The patients should be enjoined to care- 
fully avoid the compensatory stoop while in 
the standing or walking position. With the 
abdomen properly supported, and the viscera 
at their normal height, hugging the posterior 
parietes instead of dangling forward far from 
their normal attachments, the desire for the 
forward bend is partially eliminated and the 
individual finds that he can more easily main- 
tain his normal position because the normal 
center of gravity is restored. 

It is but a step now, when the patient finds 
that he can walk with ease, without the feeling 
of weakness and insecurity in his abdomen 
that compels him to adopt the ptotic attitude. 
to the time when he will gladly walk long 
distances and adopt other outdoor exercises 
which will develop muscles naturally and 
give him an appetite for nourishing food and 
refreshing sleep. 

FRESH AIR AND 

With the individual restored to such an 
extent that his digestive organs are function- 
ating normally, with exercise that will send 
him into the open air, appetite will develop. 
Nourishing, fat-making food should now be 
prescribed for the patient and an accumula- 
tion of a normal amount of fat encouraged. 


FEEDING 


COMPLICATIONS OF PTOSIS 
Surgeons who have been looking for them 
have found accompanying, if not directly 
depending upon, general or partial ptoses, 
kinks or bends in the intestines which obvious- 
ly have produced pathological stasis. “These 
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Fig. 44. Movement seven (b 
occur particularly at the pyloris, the duodeno 
jejunal junction, the terminal end of the 
ileum, the transverse colon and the sigmoid. 
Frequently the condition is made permanent 
by adhesions due to peritoneal inflammation 
caused by infection or excessive mechanical 
irritation of misplaced or overriding viscera. 
A low-riding cecum distorts the appendix. 
causes a kink at the distal mesoappendix 
attachment and leads to chronic appendicitis. 
A descending liver produces flexion on the 
cystic duct and at periods of exacerbation 
causes gall-bladder symptoms which call for 
surgical interference, which interference re- 
veals gall-bladder infection, and occasionally 
extensive adhesions about that region. An 
intractable kidney in which severe crises are 
a frequent symptom, and which cannot be 
relieved by abdominal supports will be found 
to be one that is not easily replaceable. 
These cases all require surgery. The kinks 





Fig. 45. 
position for ptotic patients who have been operated upon 
for adhesions. 


Form of apparatus for securing Trendelenburg 














Fig. 46. 
Fig. 46. After one year treatment. 
Marked intestinal stasis. Right iliac lower quadrant pain. 
chronic appendicitis, marked Lane kink and extreme general ptosis. Treatment: Reconstruction of abdomen (flattening 


Fig. 47. 
Was extreme ptotic type with narrow upper and projecting lower abdomen. 


of lower abdomen and increasing capacity of upper abdomen). 
Case diagnosed: 


Fig. 47. After successful treatment: 


abstinence from food and intestinal unloading. 
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‘‘Lane kink” with intestinal stasis. 
indigestion with extreme exacerbation accompanied with right side pain, nausea and vomiting. 
Patient had marked ptoses with narrow upper abdomen. 
revealed Lane kink with acute bend and firm adhesions. Cecum prolapsed into pelvis and appendix clubbed. 






Fig. 48. Fig. 40. 


Iixtreme anemia and neurasthenia. Operation revealed 
Patient completely cured of all former symptoms. 

Symptoms: constant 
Relieved by rest, 
Operation 
Kinks 


relieved, adhesions separated, appendix removed and, after replacing viscera, treatment described in this article was 
instituted. Symptoms completely relieved. Upper abdomen has been expanded with marked improvement in the ptoses. 


Fig. 48. Extreme “over-feminine”’ type with general ptoses 
stasis with anemia, and periodic attacks of nausea and vomiting. 


kidney crises precipitating coma. 


including right kidney descent. Symptoms: intestinal 


Pain in right lower quadrant. Occasional severe 


Diagnosis: chronic appendicitis, Lane kink and extreme kidney descent, accom- 


panying general ptoses. Operation corrected kink, separated adhesions about head of cecum, removed appendix and 


anchored kidney. 


restored to perfect health one year after operation. 

Fig. 49. Described as * 
years before I operated on him for Lane kink. 
thenia with grave mental disturbance. 


pletely reconstructed. 


Treatment described herein instituted to prevent relapse and to cure ptoses. 
of spine corrected, lower abdomen flattened, upper abdomen expanded and general ptoses prevented. 


case 10” in article in J. A. M. A., November, 1g1tt. 


The extreme lordosis 
Patient is 


Patient had appendix removed five 


Subject of chronic intestinal stasis, anemia and pronounced neuras- 
I relieved the Lane kink, surrounded by many adhesions and accompanied 
by general ptotic condition of abdominal viscera, and instituted treatment herein described. 


Patient has been com- 


From an extreme ptotic type with ‘cannon ball’? abdomen, contracted chest and upper 
abdomen, with the compensatory stoop, he has developed a normal contour and a normal attitude. 


Symptoms are 


relieved and by a strenuous attention to his exercises, he keeps himself in working form. 


must be relieved from their adhesions and the 
organs replaced. This, however, in ptotic 
individuals is not sufficient. 

After the surgery has been accomplished, 
through a sufficiently large incision to enable 
the operator to do his work well, and to assure 
him that he is not overlooking something im- 
portant in these individuals so prone to multiple 
complications, the viscera should all be care- 
fully restored to their proper level, by the aid 
of the steep Trendelenburg position. Dressings 
should be placed in such a position on the 
abdomen that, by the application of a snug 
adhesive plaster corset, they will retain the 
hitherto displaced viscera in their normal 
position. 


The patient is then transferred to a bed 
with a 15° Trendelenburg incline (Fig. 45), 
and kept in that position for forty-eight to 
seventy-two hours, or until such time as the 
replaced intestines and other viscera have 
reformed their adhesions (if they must be re- 
formed) in an advantageous rather than the 
former disadvantageous position. The patient 
is then treated as a chronic ptosis case, along 
the lines already outlined in this paper. 

In another communication ! I have dwelt 
upon the management of the adherent kinks 
at the terminal end of the ileum, the properly 
called Lane kink. At least forty such cases 
of my own have been treated by the above 
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routine during convalescence. ‘The success 
of the treatment has been remarkable in more 
than 80 per cent of the cases operated upon, 
and the disappointments have only been 
partial, and in direct relation to the failure of 
the patient to carry out the rather irksome 
details of the treatment. 

I very often find in ptotic cases that mucous 
colitis promptly disappears, if the colon is 
free from adhesions and is replaceable, under 
the treatment I have suggested for general 
ptoses. The replacement of a nonadherent, 
prolapsed colon may be encouraged by filling 
it with water while the patient is in the Tren- 
delenburg or knee-chest position. 

Another definite complication of the gen- 
eral ptotic individual, for which surgery has 
been recommended by Coffey, is the narrow 
upper abdomen, which contracts and becomes 
permanently narrowed above the prolapsed 
viscera, and for which he advocates an opera- 
tion which has for its object the increasing 
of the capacity of the narrowed portion. The 
narrowed upper abdomen is a compensatory 
atrophy which is inevitable in direct propor- 
tion to the sagging and disappearing of its 
contents. 


CHRONIC CYSTITIS OF 


TRIGONE AND VESICAL NECK 105 

The treatment I have outlined is particu- 
larly applicable to several of the processes 
leading to that condition. In a series of cases 
I have seen the upper abdomen and lower 
chest walls expand rapidly under the practice 
of the Trendelenburg position accompanied 
by the exercises outlined in this paper. This 
gravitates the prolapsed viscera to the neg- 
lected upper abdomen, and, combined with 
forced expansion of the chest walls and 
exercises of the abdominal and back muscles, 
directly increases the capacity of that portion 
of the abdomen. The results of this treat- 
ment in this respect are so marked and prompt 
that I have been led to believe that its 
thorough trial will make the expanding sur- 
gery unnecessary. 

Figures 46, 47, 48 and 49 represent extreme 
types which have been under treatment such 
as that described in this paper. These indi- 
viduals are representative of a large number 
who have been under similar treatment. 
Their figures have been actually recon- 
structed. It was with some difficulty that 
the consent of these patients was obtained to 
reproduce their figures, and I am under deep 
obligations to them for the privilege. 





CHRONIC CYSTITIS OF THE 


By EDGAR 


ISS W., aged fifty-eight years, was first 
M seen in October, 1909. A brother, who 

suffered from insomnia, had committed 

suicide a year previously. The patient 
herself was a nervous, high-strung woman, who liked 
to have her own way. When she was thirty years 
of age she had suffered from the effects of ‘strained 
muscles of the back,” which had confined her to 
bed for a period of fifteen months. She had been 
troubled with indigestion for a period of forty years 
and had also had “rheumatism.” Following her 
brother’s suicide she had suffered from insomnia. 
The menopause occurred at the age of fifty-two 


vears. She had never been conscious of uterine 
disease. 
Her bladder had tormented her for ten years. 


During that time she had consulted many surgeons 
and specialists in various cities, who had all pro- 
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GARCEAJU, M. D., 


AND THE VESICAL NECK! 


Boston 


nounced her disease a neurosis. The first symptom 
which was noticed was frequent urgent desire to 
urinate day and night. The trouble lasted three 
weeks and then subsided for a whole year, only to 
reappear at the end of that time, when it again 
lasted a few weeks with the same symptom. Again 
it subsided suddenly and did not reappear for 
another year. The urine at that time was said 
to be ‘full of acid.” Since the second attack the 
bladder has troubled her in the same way. She 
has been well for a few months, during which time 
there has been no bladder trouble at all. This 
has been succeeded by a period of irritability again. 
For the past ten years she has had no assurance 
that the trouble was over, for when she thought her- 
self well, the disease would reappear with redoubled 
intensity. 

When the writer first saw her she was complaining 


1 Read before the American Gynecological Society in Baltimore, Maryland, May, 1912 
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Showing stratified epithelium of bladder  in- 


Fig. 1. 


tact, and a focus of lymphocytes beneath it. 


of frequent painless micturition. There was a 
constant desire to urinate, which gave her no rest 
day and night. She could, when she had to, hold 
her urine, but as a general rule micturition was 
required ten or twelve times by day and _ several 
times by night. There was no tenesmus and no 
hematuria, and there was no history of stone. 

On examination, the hymen was found intact. By 
rectal examination the uterus was found retroverted 
and of small size. The ovaries were not to be felt. 
On cystoscopic examination, with an electric indi- 
rect vision water cystoscope, the ureteral eminences 
and orifices were found to be normal. The trigone 
was of a bright scarlet red color, and had a few spots 
on it which looked like small ecchymoses. The 
superior part of the sphincter was normal in appear- 
ance, but the inferior part was scarlet red, and this 
scarlet red color ran into the posterior two-thirds 
of the urethra. The capacity of the bladder was 
two ounces, using no pressure, but could be increased 
to six ounces under pressure. 

The analysis of urine gave the following result: 
color, normal; indoxyl, increased; reaction, slightly 
acid; sp. gr., 1909; albumin, slight trace; aceton, 
absent; bile pigments, absent; diazo reaction, absent; 
amount, 1470 ccm.; urea, 2 per cent (29.4 grams); 
uric acid, 0.059 per cent (0.87 grams); chlorine, 
0.62 per cent (9.11 grams); sediment slight and 
consists of a little squamous epithelium, a few 
small round cells, some abnormal blood, numerous 
secondary small calcium oxalate crystals. No pus 
was found. 

The treatment at first was vesical irrigations of 
boric acid solutions, urethral suppositories of sub- 
carbonate of bismuth and carbonate of lead and 
dilatation of the bladder by hydraulic pressure. 
In a few weeks she was slightly better and urinated 
six times a day and three times at night. Then 
Knorr’s treatment of applications of 5 per cent 





lig. 2. 


Focus of lymphocytes magnitied. 


nitrate of silver solution on a cotton-wrapped stick 
was tried; also without success. Finally the 
bladder and urethra were curetted with a sharp 
curette and a tooth-brush cut well down so that 
the bristles were stiff. This also gave no relief. 
Then she drifted to the Christian Scientists. 

The curettings were sent to the Harvard Medical 
School and were examined by an expert pathologist. 
who gave the following interesting report: ** Situated 
immediately beneath the stratified epithelium of 
the bladder are numerous lymphocytes which are 
massed together in an area to form an area similar 
to lymphoid tissue (Figs. 1 and 2). A few lympho- 
cytes are seen in the stratified epithelium, but there 
are very few. The stratified epithelium is well 
preserved in the specimen; it shows an occasional 
mitotic figure, but there is /iltle evidence of inflam- 
mation in the stratified epithelium. In some areas 
the aggregation of lymphocytes is situated imme- 
diately beneath the bladder stratified epithelium. 
and this epithelium is intact. This shows chronicity 
of the process. The trigone was, on the whole, 
smooth. There was abundant evidence of sub- 
epithelial inflammation.” 

A bacteriologist was asked to examine the scrap- 
ings for germs, and he reported finding the bacillus 
coli and a small white micrococcus resembling the 
micrococcus urex. 

The diagnosis of this case was, chronic 
cystitis of the trigone and vesical neck and 
urethritis. The etiology was probably hyper- 
emia of the bladder with secondary infection; 
the hyperemia was probably due to old 
retroversion. 
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The first one to accurately describe this 
disease was Richard Knorr, of Berlin (Monats. 
f. Geburt. u. Gyn., 1900, xi, 1047, and Zts. f. 
Geburt. u. Gyn., 1905, lv, 477). His descrip- 
tion was so accurate, in symptomatology 
and pathology, that there is little to add 
to it. 

Winter (Zts. f. Geburt. u. Gyn., 1897, xxxvii, 
497) also spoke in a general way of a cystitis, 
whose chief characteristics were, ‘a red 
trigone and a slight urinary sediment in 
which there were a few leucocytes, a few 
blood cells, and some epithelium.” 

Heymann (Central. f. d. Krank. d. Harn. 
u. Sex. Org., 1905, xvi, 422), inspired by 
Knorr, in whose clinic the material was 
studied, likewise wrote on this subject. 

Bierhoff (Med. News, N. Y., 1900, Ixxvi, 
809) also described some cases of this disease, 
some of which he had seen in Knorr’s clinic. 

Zechmeister and Matzenauer (Centr. f. d. 
Harn. u. Sex. Org., 1901, xii, 4) likewise 
reported a case in which they drew particular 
attention to the lesions which may occur 
about the neck of the bladder in this disease. 

Stoeckel (Cystoskopie u. Urethroskopie, 
Berlin, 2d Ed., 1910, 183) gave a very accu- 
rate cystoscopic picture of the disease. 

Finally, the writer has been observing many 
of these cases during many years, and has 
arrived independently at practically the same 
conclusions regarding them as Knorr and 
others. The writer has long felt that ‘‘neu- 
roses” of the bladder, with which this affec- 
tion is oftenest confounded by the inexpe- 
rienced, must be exceedingly rare, if they 
ever occur. The term “‘irritable bladder in 
the female,’”’ which was a favorite classic 
expression of the writers of a generation ago, 
still survives them. It should be abandoned, 
for it is not a disease; it isa symptom. The 
writer has never seen a neurosis of the bladder. 
The term “‘néurosis”” must be distinctly sep- 
arated from the term psychosis. The writer 
admits the psychoses. Examples of psychoses 
are: hysteria with vesical symptoms; ‘‘stam- 
mering bladder” (bégaiement urinaire); 
essential incontinence, etc., etc. These are 
not vesical diseases but are merely symptoms 
of a profoundly disturbed nervous system 
and are oftenest seen in degenerates or in 
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people who are not perfectly well balanced. 
In the family history of these individuals 
there will usually be found some hereditary 
taint, such as alcoholism, gout, rheumatism, 
epilepsy, diabetes, and insanity. The dis- 
turbed nervous system in patients with chron- 
ic cystitis of the trigone and vesical neck is 
a result of the disease, and not the principal 
affection. They are neurasthenics and often 
hypochondriacs, but not for any other reason 
than that they are constantly suffering 
physical pain and distress. This is so with 
many other organs in the body, notably the 
intestines, whose disturbed mechanism, in 
consequence of a ptosis or an unrecognized 
partial obstruction, so often gives rise to 
profound toxic consequences, chief among 
which is derangement of the nervous system. 
This is a fact just beginning to be recognized 
by the neurologists, who, from their necessarily 
limited knowledge of the specialties in medi- 
cine, have been so prone to recognize, in a 
train of symptoms, a primary disease of the 
nervous system, and to condemn their 
patients to long, tedious, and futile treat- 
ments in sanatoria, etc., when the real condi- 
tion was a distinct disease of a visceral organ, 
giving rise to nervous phenomena. 

Chronic cystitis of the trigone and vesical 
neck is always ushered in by frequent mictu- 
rition. The writer is sure, from long observa- 
tion of these cases, that the disease often 
starts as a simple hyperemia of the trigone of 
the bladder, which has taken its origin in 
consequence of hyperemia of the pelvis, which 
is due to some pelvic disease, and that the 
first symptoms are those usually experienced 
with vesical hyperemia. This will be referred 
to again in discussing etiology and pathology. 
Usually, therefore, the early history will be 
one of frequent, painless, micturition, espe- 
cially during the daytime. By night the 
patient will not, perhaps, be obliged to 
urinate at all, or at most not more than once 
or twice. During the day she may have to 
empty the bladder every hour or even oftener. 
Later in the course of the disease pain may 
accompany urination, and it may be felt 
before, during, or after the act, its seat 
being in the bladder. There is sometimes 
tenesmus. If there is urethral pain it is 
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probably due to the urethritis which the 
writer believes is always present in this 
disease. Even late in the course of the 
disease there may be no pain whatever, and 
the only symptom may be the frequent urgent 
desire to urinate. Occasionally there may be 
a little blood in the urine, which may be 
visible to the eye; it is never present in great 
amount and is rather a rare symptom. The 
urine, even in long-standing cases, may be 
perfectly clear and the sediment very slight. 
The urine is sometimes cloudy in cases in 
which there are marked vesical lesions. Clear 
urine is found in cases in which there is a 
smooth mucous membrane over the trigone, 
and cloudy urine in those in which the mem- 
brane has undergone marked pathologic 
changes. Sometimes, however, there may be 
considerable trigonal changes and still the 
urine be clear and without pus in it. The 
writer recently had a case of this kind in a 
woman fifty-five years of age. Her trigone 
was covered with a bright red elevated mass 
of tissue resembling granulation tissue and 
yet her urine was absolutely clear and con- 
tained only a few squamous cells; pus was 
absent. Knorr (Monats. f. Geburt. u. Gyn., 
1900, xi, 1051), in thirty cases, found seven- 
teen in which the urine was clear, and thirteen 
in which it was cloudy. Examination of the 
sediment should be done with the greatest 
care, for it is of great diagnostic importance. 
A clear urine should be allowed to stand for 
several hours in a large amount; the whole 
sediment is then taken up with a pipette and 
is centrifugalized. It will almost always show 
an excess of epithelial cells, squamous, small 
round, and medium round, sometimes one 
variety alone and sometimes all together. 
There may be a little mucus. There may be a 
little microscopic blood and a few pus cor- 
puscles. The pus, however, may be entirely 
absent. In the cloudy specimens we get more 
mucus, more cells, and more pus. The ab- 
sence of pus is what has thrown so many 
physicians off the track in the diagnosis of 
this disease. Failing to find pus, with a 


clear urine, they conclude that there could 
be no inflammation. Hence the diagnosis of 
a neurosis. 
nose these cases. 


The cystoscope alone can diag- 
It will be shown later 
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that in many of these cases the epithelium is 
intact; hence the absence of pus. The 
bladder is not the only part of the urinary 
tract that may be inflamed and yet pus be 
absent. The writer (Amer. Jour. Med. Sci., 
1903, CXxv, 287) has shown that in ureteritis 
in the female there may be no pus in the 
sediment collected with an oblique Kelly 
cystoscope with the patient in the knee-chest 
position. The writer believes that the 
presence of pus, even if there are only one 
or two corpuscles to the slide, is of ‘great 
diagnostic importance, especially if there are 
also a few blood corpuscles. 

Most curious and hard to explain is the 
occurrence in this disease of remissions during 
which all symptoms disappear. Knorr speaks 
of this, and the writer has seen it occur in a 
number of cases. If it is a true case of chronic 
cystitis of the trigone the symptoms will be 
sure to return, and after this has happened 
several times the patient loses confidence 
and feels that she never knows when the 
disease is coming back. The writer suggests, 
though he cannot prove it, that these remis- 
sions may be due to a lesser degree of conges- 
tion of the pelvis in which the bladder par- 
ticipates and that consequently the disease 
is in abeyance for the time being. This has 
its analogy in inflammations elsewhere in the 
body, for instance, otitis media, salpingitis, 
phthisis pulmonalis, etc. 

Perhaps the most serious feature of the 
disease is its long duration, which entails a 
severe degree of neurasthenia and reduces the 
patient to a pitiable state. She does not dare 
to leave her home for long. She suffers for 
want of sleep, loss of appetite and well-being, 
and she is irritable, unhappy, and wretched. 
If unrecognized, the disease may go on for 
many years—sometimes active, sometimes less 
so, and sometimes not at all troublesome. 

The best cystoscopes for observing the 
cystoscopic picture are the electrically illu- 
minated water cystoscopes. Most satisfac- 
tion will be obtained from the indirect vision 
instruments. 

Both the bladder and the urethra must be 
examined. In the writer’s experience urethral 
changes are always present, and it is probable 
that they are responsible for part of the pain, 
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especially that experienced during micturi- 
tion. 

The vesical changes are mainly confined 
to the trigone. It is most common to find the 
superior, posterior, and lateral parts of the 
bladder quite normal in appearance and the 
trigone, the vesical neck, and the urethra the 
diseased portions. The trigone is the princi- 
pal seat of the pathologic changes. In the 
beginning of the disease we may see nothing 
more than an intense redness of this part of 
the bladder, and it is in this stage that it is so 
difficult to differentiate a true inflammaticn 
from simple vesical hyperemia. The redness 
may be intense and in some cases it may over- 
step the trigone and appear on the bladder 
walls as spots of various sizes and shapes. 
The mucous membrane is often swollen from 
edema and rises up here and there quite 
sharply from the remaining surface. This 
swelling is most pronounced near the sphinc- 
ter edge. Near this sphincter edge, especially 
at the base of the bladder, the writer has often 
noticed a sharp, irregular line of demarcation 
between the roughened lusterless mucous 
membrane of the trigone and the edematous 
sphincter. In some cases flakes of mucus and 
pus may be seen clinging to the floor of the 
trigone or attached to the edge of the sphinc- 
ter. Ulcers are rare. Knorr (Monats. f. 
Geburt. u. Gyn., 1900, xi, 1051), in thirty 
cases of the disease, found but one ulcer. 
This coincides with the writer’s experience. 
Erosions, however, are not so rarely seen. 
Petechiz are occasionally observed, which 
may at times give outlet to blood, and so 
occasion a mild hematuria, especially after 
instrumentation. Perhaps the most charac- 
teristic sign of the disease is one which occurs 
rather late in its course. Reference is made 
to inflammatory thickenings of the epithelium, 
which rise above the surface of the trigone and 
appear in the cystoscopic picture as small 
polypi or villi. Occasionally they cover the 
whole surface of the trigone. Bierhoff (Med. 
News, N. Y., 1900, Ixxvi, 809) has reported 
cases of this kind. The villi give a velvety 
appearance to the trigone. Bierhoff suggests 
passing a cystoscope armed with a ureteral 
catheter. The catheter is passed directly 
into the villi and between them. They 
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separate to give entrance to the catheter and 
are thus identified. It is most usual to find 
the excrescences or villi isolated here and 
there. Varices are occasionally observed, 
especially in the aged. Knorr has seen them 
four times. The writer has twice observed 
them. It is supposed, but not proven, that 
these epithelial changes may pass into leu- 
coplakia, which may subsequently give rise 
to carcinoma. 

The vesical neck changes are marked. In 
most cases the sphincter loses its sharp 
contour and becomes swollen and whitish in 
appearance. This is especially marked below 
and laterally, but seldom superiorly. Fissures 
of the sphincter are occasionally observed. On 
the sphincter may also be seen the small 
inflammatory villi and excrescences which 
have already been mentioned as occurring on 
the trigone. They may reach quite a large 
size. In one of the writer’s cases the polyp 
grew just outside the sphincter at the begin- 
ning of the urethra and gave rise to a good 
deal of pain during the act of micturition and 
was the cause of long continued partial in- 
continence. These polypi may at times be 
hard to distinguish from villous tumor, which 
sometimes selects the vesical neck for its 
origin, growing all around it. Polypi, how- 
ever, never attain to a large size as villous 
tumor does, and seldom give rise to hamor- 
rhage. A small blood-vessel may often be 
seen in the center of the polyp, just as in vil- 
lous tumor. The appearance of these polypi, 
if fairly thin, waving back and forth in the 
fluid of the bladder, is very deceptive, and it 
may require careful watching before a dilfer- 
ential diagnosis can be made. 

More rare than the polypi are small vesicles 
growing on the edge of the sphincter. These 
are tiny cysts a few millimeters in diameter 
growing among the villi. They have broad 
bases; in fact, only about half the vesicle can 
be seen. The cyst wall is transparent and 
contains a clear liquid. They are purely in- 
flammatory in nature. The ‘writer has never 
seen these cysts on the trigone with one 
exception, and that was in a case of general 
cystitis due to double pyelonephritis. Around 
the right ureteral orifice was a distinct collec- 
tion of cysts of very small size. Legueu 
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(Traité chir. d’urologie, Paris, 1910, 1056) 
has called attention to these cysts on the 
trigone about the ureteral orifice as pathog- 
nomonic of suppuration of the kidney around 
whose ureteral orifice they are found. This 
latter class of cyst is probably allied to edema 
bullosum, which is occasionally seen affecting 
the posterior wall of the bladder. 

Urethral changes, in the writer’s experience, 
are invariably present in this disease. They 
may be observed with a small metal tubular 
endoscope or with a glass one. ‘The writer 
has found the latter more serviceable, and he 
uses one which he (Surgery, Gynecology, and 
Obstetrics, 1912, xiv, 80) devised. It is noth- 
ing but a modification of the old Skene 
urethroscope with a new system of illumina- 
tion and a larger glass tube than the one 
which Skene used. 

Zechmeister and Matzenauer (Cent. f. d. 
Krank. d. Harn. u. Sex. Org., 1901, xii, 4) 
are the only ones who mention urethral 
changes. The writer has always found an 
intense injection of the posterior two-thirds 
of the urethra, with occasionally areas of 
greater redness here and there. Once he 
has seen a polyp growing just in front of the 
sphincter and pointing into the urethra. 

The pathology of this affection has just 
been outlined in discussing cystoscopic ap- 
pearances. There is one feature, which the 
writer wishes to emphasize, and that is the 
subepithelial character of the inflammation in 
some of the cases, even the chronic ones, as 
in the case related at the beginning of this 
paper. In this case the typical inflammatory 
changes were not on the surface, which pre- 
sented only a red appearance not inconsistent 
with simple vesical hyperemia. The lesions 
were beneath the epithelium, which on micro- 
scopic examination was intact. The clue to 
the diagnosis was the long duration of the 
disease. It was not until the curettings were 
examined that the diagnosis was positively 
made. The subepithelial changes in this case 
were: “small massed collections of lympho- 
cytes forming an area similar to lymphoid 
tissue; a few lymphocytes in the stratified 
epithelium, but very few of them; little evi- 
dence of inflammation in the stratified epi- 
thelium; smooth trigone.”” The intact strati- 
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fied epithelium with the subepithelial inflam- 
mation the pathologist thought to be evidence 
of chronicity. It is needless to say that there 
are always pathogenic organisms present in 
the tissues. 

The etiology of the disease is in some 
instances obscure. Some believe that ab- 
normal urine may occasionally be responsible 
for the condition. The writer does not think 
that this is often a cause. In his experience 
concentrated urine may occasion a mild 
hyperemia, which instantly disappears when 
the patient takes sufficient liquid. 

As for the other causes, they may be divided 
into two classes: those in which an infection 
has become engrafted upon a simple hyper- 
emia of the bladder due to pelvic engorgement, 
the accompaniment of some pelvic disorder; 
those in which there has been infection from 
the first. 

Hyperemia of the bladder affects the tri- 
zone, the vesical neck, and, in some instances, 
the urethra. It is one of the commonest 
affections of the bladder and is seen in many 
cases of pregnancy; as an accompaniment of 
pelvic inflammatory diseases, especially of 
the uterus, tubes, and ovaries, as a sequence 
of operations upon the pelvic organs, particu- 
larly hysterectomy, and as an accompaniment 
of displacements of the uterus. The intimate 
anastamoses of the arteries and veins of the 
pelvic organs with those of the bladder speak 
for an easy engorgement of the blood-vessels 
of the latter when inflammatory conditions 
exist in the pelvis, or when there is venous 
engorgement from any cause. This hyperemia 
is chronic and may last a long time. It is the 
writer’s belief that this hyperemia offers a 
favorable soil for the infective bacteria should 
they gain entrance to the tissues. The rea- 
sons for this statement are these: in the first 
place, vesical affections of a non-gonorrheal 
nature are far commoner in females than in 
males, which suggests causes for vesical 
derangement in women which cannot be 
reckoned with in men; gonorrhea is probably 
just as common in females as in males, yet it 
seldom causes vesical disease and seems to be 
confined to the urethra; the fact that cure of 
a pelvic disorder in the female is in many 
instances instantly followed by a cessation 
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of vesical symptoms suggests an intimate 
relation between the two. 

The entrance of germs into the tissues in 
these cases is probably the same as in other 
affections of the bladder. The writer is con- 
vinced, however, that the lymphatic channels 
must be oftener the carriers of the germs than 
is generally supposed. The female vulva is 
bathed with noxious bacteria all the time, yet 
it is rare that we have an infected bladder from 
this cause alone. Unclean catheterization 
when there is hyperemia of the bladder is 
dangerous and must be often the starting 
point of the disease. 

The sequence of events, therefore, is, fre- 
quently, some derangement of the pelvic 
organs, either of an inflammatory or a me- 
chanical nature, congestion either active or 
passive, hyperemia of the bladder, and finally, 
chronic cystitis of the trigone and the vesical 
neck with urethritis, the whole process pos- 
sibly extending over a period of many 
years. 

There is not much to say about the class 
of cases in which there has been infection 
from the start without a previous hyperemia. 
The infection takes place as is usual in these 
cases. Unclean and rough catheterization is 
probably the most frequent cause. Many of 
the patients owe their cystitis to an unclean 
catheterization during the puerperium. 

The only two diseases with which we need 
to concern ourselves in discussing differential 
diagnosis are, hyperemia of the trigone and 
the vesical neck, and ureteritis. In both of 
these diseases, as in some cases of chronic 
cystitis of the trigone and vesical neck, noth- 
ing may be seen but a scarlet red trigone and 
vesical neck. The few cases of ureteritis that 
the writer has seen have all had this red tri- 
gone, which is part of the affection and is 
inflammatory in nature. 

In hyperemia, which was first described by 
Zuckerkandl (Wien. med. Presse, 1894, 759) 
and Jacobs (Polyclinique, Brux., 1896, v, 
715), the disease is not apt to be so severe as 
chronic cystitis. Urination is not so frequent 
as a rule, and the patient seldom rises as many 
times at night as in chronic cystitis. In some 
cases she does not have to rise at all. This is 
an important feature. Hyperemia is more apt 


to be transitory in character and with the 
suppression of the cause instantly disappears. 
If the symptoms do not disappear with the 
suppression of the cause we may suspect a 
chronic cystitis. The urine findings in hyper- 
emia may be the same as in cystitis of the 
vesical neck and trigone. On reviewing a 
large number of cases of hyperemia of the 
bladder the writer found that in this affection 
blood was less likely to be found in the urinary 
sediment than in chronic cystitis. An occa- 
sional leucocyte may be found, but they are 
not so frequent as in cystitis. In hyperemia 
we find the same scarlet red trigone as in 
cystitis. There are never any other lesions, 
such as papillary excresences, cysts, etc. 
If we find these we can, of course, exclude 
hyperemia. In a case, however, in which the 
cystoscopic picture is nothing more than a 
smooth red membrane, in which the disease 
has lasted a long time, with, possibly, inter- 
missions of repose, in which the sediment 
shows no pus and blood, we are unable to 
differentiate between hyperemia and chronic 
cystitis of the trigone in which the inflamma- 
tory changes are wholly confined to the sub- 
mucous tissue. In such a case we shall be 
obliged to curette the bladder or remove a 
piece of it and make the diagnosis with the 
microscope. 

With reference to ureteritis, we must first be 
sure that it is present. To determine this 
point there is but one sure method of diag- 
nosis, and that is to examine the uncon- 
taminated urine as it comes from the ureter. 
To this end the patient is put in the knee-chest 
position, a Kelly tube with an oblique end 
is introduced, and the urine from each ureter 
in turn is collected in a test tube as it drops 
from the mouth of the canal. If the ureter is 
diseased, the urine thus collected will contain 
only those elements thrown off from the 
diseased surface. If, on the other hand, a 
ureteral catheter is used, it will necessarily 
scratch off a good deal of epithelium and a 
diagnosis will be impossible. In ureteritis of 
the chronic form, excluding tuberculosis, an 
excess of epithelium on the diseased side is, 
according to the writer (Amer. Jour. Med. 
Sci., 1903, cxxv, 287), the most important 
diagnostic point in this disease. Pus and 
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blood may be absent just as in hyperemia and 
cystitis of the trigone. If together with the 
urine findings we get tenderness along the 
course of the ureter, especially on vaginal 
examination, the diagnosis is confirmed. 
Neglect to determine the presence or absence 
of ureteritis is responsible for many failures 
in the treatment of chronic cystitis. 

The first point to be discussed in the treat- 
ment of chronic cystitis of the trigone and the 
vesical neck is prophylaxis. A physician who 
sees a woman suffering for the first time from 
frequent micturition should bear in mind that 
such a symptom may be the first sign of a 
long and serious disease. He should, there- 
fore, examine the urine with care and make 
sure that there is no pelvic disease. If there 
is undue concentration of urine this should be 


corrected. The pelvic trouble should likewise 
be attended to. The whole disturbance may 
end here. It is true that many physicians are 


still content to accept the term “irritable 
bladder in the female” as a disease in the 
nature of a neurosis, especially if they find 
no pus in the urine. After consulting two or 
three physicians and getting no relief the 
patient accepts her fate and becomes resigned 
to her years of suffering. It is in the early 
stages that treatment is most efficacious. 
The woman under these circumstances is 
usually young, has vigor, and an abundance 
of reserve force, and she can be easily cured. 
If we can get these patients in the stage of 
hyperemia of the bladder the removal of the 
cause will be promptly followed by complete 
relief, and the disease will not recur. Cystitis 
just beginning will also yield to treatment in 
the same way if the cause is removed. This 
done, a few applications to the bladder will 
usually end the trouble. 

From what has already been said it is 
evident that there are two distinct classes 
of cases to be considered in deciding as to the 
proper treatment of chronic cystitis of the 
trigone and of the vesical neck: the first, 
which will include the majority of cases, is 
that in which there are manifest lesions on 
top of the mucous membrane, such as polypi 
cysts, fissures, etc.; the second is that in which 
the disease is in the submucous tissue. In the 
latter class it is evident that no local treat- 
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ment will be of the slightest avail. In fact, it 
will do harm. 

The first class will be first considered. The 
writer thinks it best in all cases to get the 
patient’s confidence. To this end she is put 
on a bland diet, is given urotropin, and is told 
to drink about six or eight glassfuls of un- 
irritating liquid a day, such as milk, water, 
and weak tea. It is far better that she should 
be in a good hospital and have a good nurse 
who will take exclusive care of her. The local 
treatment for the first few days should be 
boric acid vesical injections two or three 
times daily, immediately followed by an in- 
jection of ten or twenty cubic centimeters of a 
ten per cent solution of protargol. This 
treatment will not irritate the bladder and 
will prepare the patient for more severe 
measures. If severe treatment is instituted 
at once, the patient may become discouraged, 
give up entirely, and return home. 

The best treatment for the disease is that 
recommended by Knorr (Zts. f. Geburt. u. 
Gyn., 1905, lv, 482). The bladder is first - 
washed out with boric acid solution and is 
then anesthetized, with the urethra, by 
injecting into it and the urethra twenty cubic 
centimeters of a two per cent solution of 
eucain. Then a small endoscope is passed 
into the bladder and the obturator withdrawn. 
Through the tube is then introduced a cotton- 
wrapped stick soaked in a one or two per cent 
solution of nitrate of silver and then the 
endoscope is withdrawn, allowing the stick to 
remain in the bladder and urethra for a few 
moments. The spasm of the vesical neck and 
urethra which ensues will squeeze out the 
silver solution so that it is spread over the 
diseased membrane. The stick is removed 
at the end of a few moments by a quick jerk. 
This causes little pain. The treatment is 
applied daily at first and then every few days 
according to improvement noticed. Knorr 
speaks well of this method, and so does 
Stoeckel. The writer has found it efficacious. 

Polypi should be removed either with a 
snare or with a cautery. Fissures should be 
treated by dilating the sphincter and by 
cutting through them, followed by an applica- 
tion of nitrate of silver fused on the end of 
a probe. Cysts should be punctured with an 
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electric cautery and their contents let out. 
Ulcers on the trigone are best treated by 
gently touching them with nitrate of silver 
fused on a probe, employing a Kelly cysto- 
scope, so that the ulcer and not the surround- 
ing mucous membrane shall be touched. The 
bladder is at once washed out with salt solu- 
tion. Too frequent treatment of this kind for 
these lesions is not desirable. Once in four 
or five days is enough, depending on the 
tolerance of the bladder. 

Should these measures fail, as they may, 
the choice of treatment lies between curetting 
the trigone, vesical neck, and urethra, and 
a vaginal cystotomy. The writer’s experience 
with curetting has not been very good. This 
is owing to the difficulty if not the impossi- 
bility of removing all the diseased tissue. 
The curette slips over the flaccid membrane 
and does not act as it would over a hard, 
firm surface. Areas are left and underneath 
these there may be foci of the disease which 
serve to propagate it. A cystotomy, on the 
other hand, puts the bladder, sphincter, and 
urethra at complete rest and under the most 
favorable conditions for healing. The writer 
recommends that the cystotomy incision 
extend from a point just behind the vesical 
neck nearly to the cervix uteri. This allows 
turning out the trigone into the vagina and 
permits of a thorough curetting of it, or even 
of a complete dissection of top layer of the 
trigone with knife or scissors. A few imme- 
diate sutures at the uterine end of the incision 
closes it enough to as to bring it to the usual 


size in these cases. The tub bath treatment, 
with boric acid vesical irrigation and icthyol 
applications, according to Hunner’s (Jour. 
Amer. Med. Assn., 1907, x], 2066) suggestions, 
is of service as after-treatment. When the 
inflammation has subsided the fistula is 
closed. 

In the cases in which the disease is sub- 
mucous in character without superficial 
lesions, local treatment is not only of no 
avail but harmful. A vaginal cystotomy 
must be performed and the top layer of the 
trigone dissected or curetted off through the 
diseased tissue, in the manner just outlined. 
The after-treatment is the same as that just 
described. 

The prognosis of this disease should in all 
cases be guarded if the disease has been of 
long duration. Early cases do well, for the 
inflammation has probably not gone deeply 
into the tissues. In the late cases we have 
not only a diseased bladder to correct but 
a disorganized nervous system. The well-to- 
do who can afford the time and the expense 
of a long sojourn in a hospital under compe- 
tent care will stand a better chance of 
recovery than the poor woman. 

A ureteritis is the worst possible complica- 
tion. Yet even this, as Fenwick (Clinical 
Jour., London, 1909, xxxv, 261) has recently 
pointed out, will, if it depends on a sagging 
of the pelvic contents, with dragging of the 
ureter as it passes under the uterine vessels, 
sometimes cease to annoy the patient if a 
proper pelvic operation is performed. 





THE INDICATIONS FOR AND THE TYPE OF OPERATION TO SELECT 
IN THE TOXAMIA OF PREGNANCY’ 


By JOHN OSBORN POLAK, M. Sc., M. D., BRookKLyn 


URING pregnancy the emunctories 
are called upon to do increased work 
as the result of foetal metabolism, and 
unless the eliminative organs are 

functionating perfectly some toxic retention 
obtains. The bulk of oxidation falls upon the 
liver. The toxins in the maternal blood 


are first conveyed to the liver, and it oxidizes 
and converts this toxic material into sub- 
stances fit for elimination by the kidneys. 
If the liver fails in its function or breaks 
down under the strain imposed upon it, in- 
complete oxidation of the foetal metabolic 
products occurs, and as a result the maternal 


1Read as part of The Toxemia Symposium, American Gynecological Society, Baltimore, May 28-30, ror2. 
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blood will contain toxic material, which is 
irritating to the kidneys, the central nervous 
system and to the capillaries everywhere. 

Actual pathological changes take place in 
the liver in the toxemia of pregnancy. 
These changes differ, dependent upon whether 
it is a toxemia of the early months, char- 
acterized by pernicious vomiting or a toxemia 
of the later months, producing eclampsia. 

In the toxemia which produces hypermesis, 
the changes within the liver lobule are de- 
generative and begin in the center and 
extend toward the periphery. They are pro- 
gressive and the clinical symptoms are the 
result of the fatty degeneration within the 
lobule, which has been shown to be the con- 
stant lesion in pernicious vomiting. 

In eclampsia the lesion most frequently 
found is a perilobular thrombosis and a 
hemorrhagic necrosis in the portal spaces. 
These changes invade the hepatic cells from 
the periphery toward the center, and tissue 
destruction follows in their wake. From 
these two pathological facts, which are ad- 
mitted by most observers, it will be seen that 
both pernicious vomiting and eclampsia are 
dependent upon progressive hepatic lesions, 
with more or less destruction of liver tissue, 
the cause of which, the gestation, must be 
checked, or the other eliminative organs 
must assume the function of the diseased 
liver, before the toxemia can cease. 

In the toxemia of pregnancy, not only are 
these changes taking place in the liver, but 
when no food is taken starvation becomes an 
important factor. The carbohydrates are 
withdrawn and the fat and tissue proteins 
are utilized and acetone bodies develop, 
producing further tissue destruction, as shown 
by the acetonuria. 

In eclampsia we have two clinical types, 
the hepatic, the pathology of which has been 
already referred to, producing a _hepato- 
toxemia, the symptoms of which may or may 
not be convulsions, slight oedema, vomiting, 
jaundice, hepatic tenderness, renal casts, 
high blood pressure, etc., and the second or 
nephritic type with its headache, visual 
disturbance, oedema, marked albuminuria 
and tube casts. Here the burden of elimina- 
tion has fallen on a kidney which was in- 
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competent. It is in the latter type that 
dietetic and eliminative treatment will fre- 
quently carry the woman to term, or allay 
the convulsions, should they have occurred 
interpartum; for as a rule the actual liver 
lesion in this type is very slight and repara- 
tion is likely, while in the hepatic type, where 
actual interlobular degenerative changes 
have taken place in the liver cells, it stands to 
reason that the removal of the source from 
which these toxins are generated can alone 
control further advance of the lesion. 

The termination of pregnancy will not re- 
pair interlobular necrosis, which has already 
taken place, and at best there will always be 
some morbidity, but delivery will in a large 
proportion of cases produce such general 
improvement that the patient may recover. 
What are the indications therefore for termi- 
nating gestation in the presence of a toxemia? 

In the hypermesis cases observation has 
taught us, that in the presence of a high 
ammonia ratio, which continues in spite of 
the use of a dextrose solution by the bowel, 
or subcutaneously, the pregnancy should be 
terminated. The glycogenic power of the 
liver is the most reliable index of the hepatic 
function, for when the liver is unable to 
assimilate cane sugar, it shows that destruct- 
ive changes have taken place. Ordinarily, 
the power of assimilation should be from one 
to three grams for every kilogram of body 
weight. 

The high ammonia ratio in toxemia in- 
dicates that the patient is incapable of digest- 
ing and absorbing, and probably of burning 
up the proteins, fats and carbohydrates con- 
sumed. 

The persistence of this high ammonia coef- 
ficient must be considered a danger signal, and 
the pregnancy would better be terminated. 
Another observation which has some clinical 
significance is the persistence of a pulse of 
100 or more, when the patient is at rest and 
in bed. Acetone in the urine is also signifi- 
cant, and a persistent acetonuria calls for 
prompt action. We are far too apt to per- 
mit these hypermesis cases to go too far be- 
fore induction. Every day of delay after 
the toxic symptoms have appeared and are 
not improved by rest, lavage, proctoclysis, 



























































dextrose enemata and other dietetic measures, 
fllows a further hepatic change to take place, 
and makes the problem of emptying the uterus 
a more serious one. _ 

In the toxemia of the later months, which 
terminates in eclampsia, the presence of the 
danger signals, namely, a diminished urinary 
output, a persistent albuminuria, a constant 
blood pressure of over 150, the detection of 
tube casts in the urine, an albuminuric 
retinitis, amaurosis or persistent frontal head- 
ache, which do not yield to rest, dietetic and 
eliminative measures, and show a lowering of 
the blood pressure and an increase in the 
urinary output, or the occurrence of an 
eclamptic seizure in the course of the treat- 
ment indicate that the pregnancy should be 
terminated. 

Having determined upon the interruption 
of the pregnancy, the question arises: By 
what method shall we proceed? This is 
determined by certain factors: First, the 
period of pregnancy; second, the condition 
of the cervix; third, the general condition of 
the woman. 

What I am about to say relative to surgical 
evacuation presupposes that the operator is 
skilled in gynecological technique, and has 
at hand the facilities of a modern and well 
equipped operating room. 

Evacuation in hypermesis cases may be 
made with the curet after careful dilatation of 
the cervix, when the pregnancy is eight weeks 
or under; after this period, owing to the bulk 
of the placental mass, and the presence of an 
embryo of some size, the pregnancy is best 
terminated by anterior hysterotomy, and 
removal of the ovum with the Ward placental 
forceps. 

Experience has taught us that toxic pa- 
tients are more susceptible to infection than 
their more fortunate sisters. This possible 
complication can be minimized by the strict 
observation of an aseptic technique, com- 
plete evacuation of the uterus and the avoid- 
ance of trauma. It is usual in this class of 


patients to find a long, rigid, hyperplastic 
cervix, which is more apt to tear than to 
dilate, and thus introduce the dangers from 
trauma. 

Time is another element which influences 
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the prognosis. Prolonged anesthesia is de- 
termental and not well borne. These diffi- 
culties are met by anterior hysterotomy and 


the employment of ether-oxygen vapor 
anesthesia for the narcosis. Chloroform 


should never be used in the presence of a 
pregnancy toxemia on account of the liver 
destruction following its use. 

The above statements also apply to the 
toxemias in primipara of mid-pregnancy. 
When however, we are dealing with eclampsia 
in the last month or at term, in woman other 
than primipara, less radical procedures should 
receive consideration. 

Vaginal Cesarean section is not well 
adapted to the delivery of the full term child, 
especially in the presence of a small vagina 
and a rigid vulvaginal orifice, unless sufficient 
room is gained by deep lateral incisions 
through the introitus. 


THE CONDITION OF THE CERVIX 

In the presence of the rigid cervix of the 
undeveloped uterus, pregnant for the first 
time, or the hyperplastic cervix which has 
been the seat of a chronic endocervicitis for 
years, dilatation with the pack, the small 
balloon, or the graded dilatating bougies, is 
tedious and unsatisfactory. Dilation may 
be accomplished by the steel branched dilator, 
but such dilation is always obtained by some 
degree of laceration which may extend into 
the broad ligaments, producing trauma of 
the cellular structures, reducing their resist- 
ance, and opening avenues for infection, 
while anterior incision in equally skilled 
hands has none of these objections. 


THE CONDITION OF THE PATIENT 

The toxic patient of early pregnancy has 
very little resistance. The blood pressure is 
low, the urine scanty, the white blood count 
low or moderately increased. She must be 
considered as a poor operative risk. So also 
is the eclamptic, though as a rule, her cardio- 
muscular resistance is better; nevertheless 
both deserve the speediest evacuation of the 
uterus, consistent with the principle of mini- 
mum trauma, asepsis and thoroughness. 

An analysis of twenty-seven consecutive 
cases without maternal mortality, from the 
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service of the writer, may elucidate some 
points of clinical significance. Twenty were 
pregnant for the first time; of this number, 
eight were hypermesis cases. Twelve were 
latter month toxemias or eclamptics. Of the 
remaining seven, all multipare, only one 
belonged to the hypermesis class, while six 
had had eclamptic seizures. 

Of the early toxemias, only one woman pre- 
sented symptoms so grave as to require 
evacuation before the tenth week; all were 
emptied before the end of the fourth month, 
every palliative method having been used be- 
fore resorting to interruption. 

Among the eighteen making up the tox- 
zmias from five and a half months to term, 
there were three women whose cervices were 
unusually long and rigid, upon which repeated 
packing had made no impression. These 
women were about six months pregnant, were 
in the pre-eclamptic state, with very high 
blood pressures. Convulsions had occurred 
in all of the remaining fifteen. One had had 
two seizures, another eleven, the average 
being five before delivery was attempted. 

Hysterotomy was selected because it afford- 
ed the safest, quickest and surest method of 
securing sufficient dilatation of the cervix to 
deliver through. The average length of 
operation, including the delivery was twenty- 
three minutes, the shortest nineteen, the 
longest thirty-seven. No vesical injury was 
sustained. Lateral incision of the pelvic 
floor was required twice, owing to the small 
size of the vulva outlet. None were com- 
plicated with pelvic contraction sufficient to 
interfere with bringing down the uterus. 

A longitudinal incision of the anterior vag- 
inal wall, from the meatus to the cervix, was 
used, not the T incision, as recommended by 
Peterson. The anterior uterine incision alone 
was employed in this series, as we have found 
little gain from the anterior and posterior 
division of the cervix and lower uterine seg- 
ment. The cul de sac is frequently entered 
and the repair by suture is much prolonged, 
not to speak of the final result in the woman, 
which is far from satisfactory. 

The hemorrhage has been inconsiderable, 
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which I believe to be due to the manual re- 
moval of the placenta and the firm tamponade 
of the uterus with gauze, until the sutures have 
been placed in the upper angle of the incision. 
The convalescence has been smooth, and 
without complication. Primary union has 
been the result in both the vaginal and 
uterine incisions. One other technical point 
is the use of interrupted sutures in both 
wounds. This maintains the length of the 
anterior vaginal wall, and keeps the cervix 
pointing backward and by straightening the 
canal secures better drainage. 

In the hypermesis cases the effect of evacua- 
tion by section has been most striking, vomit- 
ing ceasing almost from the moment that the 
patient recovered from her light anzsthesia. 

In this series of eclamptics, all the children 
were premature. Fifteen were born alive; 
only two however, were sufficiently viable to 
live. 

In summarizing we draw these conclusions: 

That, toxic vomiting which resists rest, 
lavage, dextrose enemata, enteroclysis, and 
presents a high ammonia ratio or persistent 
acetonuria and a maternal pulse of 100 or 
more, should have the pregnancy interrupted. 

That, before the placental formation, the 
curet is the method of choice; after this period 
anterior hysterotomy offers decided advan- 
tages. 

That, the pre-eclamptic state, characterized 
by its high blood pressure, diminished urinary 
output, persistent albuminuria, etc., not 
yielding to dietetic, eliminative and medicinal 
measures, justifies evacuation, and that 
surgical methods in skilled hands do less in- 
jury, have a lower mortality, and have less 
morbidity than the less radical procedures. 

That, when the convulsions and coma have 
occurred, the termination of pregnancy im- 
proves the chance of the patient’s recovery, 
and that the method of delivery depends on 
the condition of the cervix, which determines 
whether it be by incision, bag or nature, 
supplemented by version or forceps. 

Finally, that anterior hysterotomy should 
always be the choice over manual dilatation 
where no effacement of cervix has taken place. 
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UR knowledge of the complex condi- 
tion known as toxemia in parturient 
women has reached the stage where 
we may distinguish between the nat- 

ural history of the disease and abortive or 
unusual cases. 

In the former the patient accumulates 
toxins in her blood until the nerve centers 
become so irritated that convulsions, eclamp- 
tic in character, develop. The mechanism 
of these convulsions is such as to produce 
excessive muscular contraction, in the major- 
ity of cases extending to the uterus, and 
causing expulsion of its contents. This is 
followed by a gradual diminution in blood 
pressure, by the re-establishment of the 
circulation in the kidneys and abdominal 
viscera, and, in a considerable number of 
cases, by the gradual recovery of the mother. 
In other cases labor fails, the convulsions 
bring about relaxation of arterioles, secretion 
and excretion are re-established, the patient 
may recover and subsequently give birth to 
a living and viable child. 

Such, in the light of our present knowledge, 
is the natural history of the toxemia of preg- 
nancy, culminating in the conservative pro- 
cess known as eclampsia. 

Of late, much attention has been drawn to 
fulminant toxemia, styled by some eclampsia 
without convulsions. The extensive litera- 
ture on the subject furnishes abundant evi- 
dence that the liver is primarily at fault in 
these cases, that the ductless glands share in 
the loss or perversion of function, and that 
the involvement of the kidneys is secondary. 
When toxemia becomes overwhelming the 
patient’s nervous system is overcome by the 
poisons and the stage of convulsions is not 
reached. There is intense cerebral disturb- 


ance, profound involvement of the sym- 
pathetic nervous system, shown by deadly 
nausea or violent vomiting, pulse tension 
abnormally high or excessively low, with 
failure of secretion 
the 


Where 
involved 


and excretion. 


liver is most dangerously 
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1 Read before the American Gynecological Society, Baltimore, May 28, 1912. 


TOXAEMIA! 
PHILADELPHIA 


hemorrhage is a most significant and alarm- 
ingsymptom. ‘This may be from any glandu- 
lar organ of the body —from the kidneys, as 
shown in bloody urine; from the mucous 
membrane of the stomach, illustrated by 
vomiting of blood; from the bowel, as demon- 
strated by bloody stools, and from epithelial 
surfaces, illustrated by petechial eruption 
and multiple hemorrhage into the epithelia! 
organs. So intense is the poison that the 
foetus rarely, if ever, survives, the placenta 
sharing as a secretory organ with the hepatic 
derangement present, and the foetus perish- 
ing from overwhelming toxemia. 

In attempting to interpret correctly the 
gravity of the condition present in a given 
case, one is at once dismayed by the fact 
that upon no one symptom can one lay pre- 
dominant weight. The effort to establish a 
given rate of pulse tension as dangerous has 
not been successful, in view of the observa- 
tions of Bailey (SURGERY, GYNECOLOGY AND 
OxpsTETRICS, November, 1911) and others, 
who have found great variation in blood 
pressure in these cases. The examination of 
the urine fails to give a true picture of the 
gravity of the situation, as the urine may be 
comparatively normal to average methods 
of examination, containing toxins which it 
is exceedingly difficult to isolate. The tem- 
perature of the patient may vary considerably. 

One is forced to the conclusion, borne out 
by experience, that each case of toxemia of 
pregnancy must be studied by a thorough 
physical examination, and that undue im- 
portance cannot be assigned to any one symp- 
tom. 

We may possibly gain light upon this com- 
plex question by turning to pathology to 
explain the fatal issue in some of these cases, 
and to guide us in our efforts at treatment. 
One fact stands out pre-eminently in all fatal 
cases of toxemia of pregnancy, and that is the 
disorganized state of the blood, the minute 
hemorrhages in the liver and other organs; 
and, in those patients in whom fulminant 
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toxemia lasts for some time, the occurrence 
of pulmonary edema and of gangrenous 
pneumonia. Whatever we can do in the 
way of treatment must be addressed to avoid- 
ing these conditions. 

In endeavoring to secure elimination and 
thus prevent the rapid disorganization of the 
blood, one must not, on the other hand, go 
to the extreme of favoring pulmonary edema. 
Excessive bleedings, followed by the instilla- 
tion of large quantities of salt solution, dis- 
tinctly favor pulmonary edema and are ex- 
ceedingly dangerous. The free use of vera- 
trum viride weakens and depresses the circu- 
lation, and cannot fail to do harm. The 
depressing influence of the hot pack pro- 
longed at very high temperature has fre- 
quently proven highly injurious. Whatever 
tends to overwhelm the nervous system, 
whether large doses of narcotics or profound 
depressants, cannot fail todo harm. Mechan- 
ical violence to the genital tract, especially 
by vaginal delivery which tears asunder the 
veins of the pelvic region, cannot fail to favor 
the development of thrombosis and embolism. 

As the life of the foetus is inevitably lost in 
severe cases, no risk must be placed upon the 
mother to save a poisoned child. 

In view of these negative statements, what 
does the present state of our knowledge offer 
as a more hopeful view? There can be no 
doubt of the value of prophylaxis. Each 
pregnant woman must receive skilled atten- 
tion during her entire pregnancy. By this, 
and by this only, can fulminant toxemia 
be avoided. No problem in medicine is more 
difficult, but none more important, in the 
saving of life. 

The signs and symptoms of toxemia of 
pregnancy should be made common knowl- 
edge among women of child-bearing age. 
The proposal, made some years ago in Ger- 
many, to instruct women in the signs and 
symptoms of cancer of the womb, with the 
hope of bringing them early to their physi- 
cians for diagnosis, is a proposal which may 
properly be made regarding the toxemia of 
pregnancy. It is customary in instructing 
nurses in hospital training schools to teach 
them the symptoms of this disease, and to 
urge them to recognize these symptoms in 
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all pregnant women with whom they may be 
thrown. 

The value of milk as a prophylactic diet 
must be insisted upon, and the advances made 
in the modern production of milk and the 
fact that good milk is now available almost 
universally, should aid greatly in this im- 
portant method of treatment. The prev- 
alent taste for fresh air should also be en- 
couraged. 

A thorough physical examination should 
give warning of the approach of fulminant 
toxemia. Great variations in pulse tension, 
disturbance of the nervous system, inability 
to retain nourishment, disordered secretion 
and excretion, and variation in the nitrogen- 
ous output of the body, as demonstrated by 
the nitrogenous partition of the urine, are 
all of paramount importance. 

In the presence of fulminant toxzmia, it 
is the belief of the writer that conservatism 
is the wisest course. This belief follows his 
trial of all forms of treatment which have so 
far been suggested by competent observers. 
He feels confident that his mistakes have 
been in the too radical employment of meth- 
ods which in themselves seemed logical and 
wise. 

To bring this matter to a concrete state- 
ment: the patient should at once, if possible, 
be transferred to hospital; she should be 
placed in bed, between blankets, the skin 
thoroughly but gently cleansed, and gentle 
but continuous perspiration encouraged by 
a gentle heat obtained from hot water bottles 
placed about the blankets. If the case is not 
threatening, the electric cabinet may be 
found most useful. Wet heat is less desirable 
than dry, as it is less stimulating, more de- 
pressing, and cannot be continued for so long a 
time. However dry heat be applied, it should 
never be carried to the point of depression, 
but should be used as continuously as possible. 
The stomach and bowels should be emptied 
as promptly and thoroughly as possible by 
irrigation with warm salt solution. The 
conclusion of gastric lavage may be marked 
by a moderate dose of calomel and soda left 
within the stomach. Following the copious 
irrigation of the bowel, salt solution may 
be continuously administered by the Murphy 

















method during periods of from four to six 
hours. The bladder should be emptied by 
catheter. The anesthetic effects of oxygen 
should be obtained if possible. If it cannot 
be given by apparatus, the patient’s room 
should be as thoroughly aired as possible. 
To sustain the circulation, moderate doses 
of digitalis combined with a cerebral sedative 
have proved of value. If the vasomotor 
system is greatly depressed, benefit has fol- 
lowed the combination of strychniz and 
digitalin and codein, by hypodermatic injec- 
tion. As far as possible the patient should 
be protected from noise, bright light, rapid 
and abrupt movement, and unnecessary dis- 
turbance of every sort. So soon as the stom- 
ach is retentive, a mildly alkaline water 
should be given as freely as possible. Dry 
cold should be continuously applied to the 
head. Counter-irritation over the epigastri- 
um is useful in some cases. 

The important question next arises, ‘‘Shall 
the uterus be emptied, and if so, by what 
method?” 

Again our experience has been that one 
should wait for Nature to declare herself 
before interfering. It is a point of great 
importance, that the obstetrician should 
ascertain, as promptly as possible, whether 
the mechanical conditions are such that the 
disease may take its natural course, terminat- 
ing in muscular contraction and the expulsion 
of the uterine contents. For example, if the 
woman has a highly contracted pelvis or 
pregnancy is complicated by a tumor, or if 
great disproportion is present, it is useless to 
wait for spontaneous delivery. The natural 
course of the disease cannot be expected to 
develop. If, on the other hand, the condi- 
tions are favorable for the expulsion of the 
foetus, in our experience no interference should 
be practiced until the uterus shows signs of 
discharging its contents. When the cervix 
is softened, and the presenting part engaged, 
the rupture of the membranes often serves 
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a useful purpose. Labor and spontaneous 
expulsion usually follow, and if the patient’s 
circulation be sustained during this period 
and she be given moderate doses of sedatives 
at regular intervals, the results in our expe- 
rience have been the best which we have 
seen. Should labor linger after beginning 
spontaneously it should be terminated in a 
manner requiring the least anesthesia, and 
doing the least violence to the mother. 
Should anzthesia be undertaken, the smallest 
possible quantity of ether with the greatest 
amount of oxygen should be selected. Moder- 
ate bleeding should be encouraged after the 
delivery. Prolonged anesthesia is to be 
carefully avoided. 

On the other hand, should the conditions 
be unfavorable for spontaneous delivery, and 
the uterus make an effort to expel its contents, 
we believe that rapid delivery by abdominal 
section is the operation of choice. We prefer 
this to vaginal section because it is free from 
mechanical difficulty, and does not open the 
veins above the pelvis and lower portion of 
the birth canal. 

Isolated cases furnish examples of success 
by various surgical procedures applied to 
these cases. Thus prolonged anuria has 
yielded to decapsulation. The balance of 
toxzemia has been successfully thrown in favor 
of the patient by the amputation of the 
breasts. Vaginal Czsarean section has its 
distinguished and able advocates. If statis- 
tics may be relied upon, one cannot neglect 
Stroganoff’s maternal mortality of between 
six and seven per cent, under conservative 
treatment. It is the statement of his house 
staff at St. Petersburg that with him conserva- 
tism is carried to the furthest extent, and that 
they rarely witnessed a surgical procedure in 
the treatment of fulminant toxemia. 

The most recent collection of statistics in 
the operative treatment of this condition was 
made by Peterson, whose mortality rate was 
considerably higher than that of Stroganoff. 
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is as yet undetermined, and in all 

probability will remain unknown until 

the physiological chemist succeeds in 
isolating the toxin or ferment which produces 
it, there are certain well recognized facts 
which give some foundation for the formula- 
tion of a rational method of treatment. At 
the present time two theories seem to be 
generally accepted as explaining the lesions 
and symptoms which are usually present in 
the course of the disease. The first, and to 
me, the most probable theory is, that under 
certain conditions which we do not under- 
stand but which are closely associated with 
a sluggish action of the maternal organs of 
excretion, a toxin of an extremely irritating 
nature is produced in the placenta during the 
development of theovum. This toxin is then 
absorbed by the maternal circulation and 
carried to the various organs in which it pro- 
duces the lesions, which are recognized as 
pathognomonic of the eclamptic state, and 
the symptoms which depend upon them. 
The second, but to my mind the less logical 
theory, is that owing to some deficiency in 
the maternal metabolism, as for instance, a 
lack of proper action by the ductless glands, 
certain products of normal foetal growth which 
are ordinarily neutralized in the maternal 
blood produce the various pathological 
changes in the maternal organs when the nor- 
mal process of neutralization is diminished or 
absent. 

At the present time we are unable to deter- 
mine with which of those two processes we 
have to deal, and, therefore, our treatment 
must be symptomatic and more or less empir- 
ical. It seems evident, however, that eclamp- 
sia is a disease characterized by the circula- 
tion of some substance in the mother’s blood 
which produces certain definite organic le- 
sions attended by definite symptoms, which, 
however, may vary in degree in different 
patients. 


. eee the etiology of eclampsia 


The most common and, according to some 
observers, the pathognomonic lesion found 
in eclampsia is a necrosis of the liver result- 
ing from the direct action of the toxin on the 
liver cells, associated with less definite and 
constant changes in the other organs. Con- 
vulsions usually occur, as a result of irrita- 
tion of the central nervous system by this 
poison, and the action of the excretory organs 
is diminished or even temporarily abolished, 
either by the inflammation caused directly by 
the poison, or by the spasm of the vasomotor 
system, which is induced by the irritation of 
the central nervous system. A marked rise 
in blood pressure necessarily accompanies this 
vasomotor stimulation, and, therefore, we 
have a disease whose dominant symptoms 
are convulsions, high blood pressure and lack 
of excretion, while the autopsy findings show 
the results of an irritant poison circulating 
in the system. 

The causes of death in eclampsia correspond 
very closely to the symptoms. They are: 
acute dilatation of the heart induced by the 
high blood tension, together with the in- 
creased strain brought to bear on the heart 
by the convulsions, the cardiac muscle in 
most cases showing some degeneration as the 
result of the irritant effects of the absorbed 
toxin; oedema of the lungs, due to inability of 
the heart to properly perform its work; cere- 
bral hemorrhage, due to the giving way of 
a weakened blood-vessel under the strain 
induced by the high blood pressure; necrosis 
of the internal organs, particularly the liver, 
produced probably by the direct action of 
the absorbed poison, which is circulating in 
the blood to such a degree that regeneration 
is impossible, and shock as the result of a 
severe operative delivery on a patient whose 
weakened condition renders the burden of 
operation too heavy to be borne. 

If we accept this as a fair statement of the 
symptoms and of the causes of death in 
eclampsia it seems evident that our treat- 


1Read before the American Gynecological Society, Baltimore, May, 1912 
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ment of a case of eclampsia must be direct- 
ed to certain definite objects: first, the pre- 
vention of further absorption of the toxins; 
second, limitation of the damage by the toxins 
already in the system; third, promotion of 
the excretion of the toxins; fourth, treatment 
of the patient independently of the disease. 


I. PREVENTION OF FURTHER ABSORPTION OF 
TOXINS 

Whether eclampsia is due to the develop- 
ment of a new substance in the placenta, 
which when absorbed by the maternal circu- 
lation produces the widespread changes which 
we find at autopsy, or whether, owing to a 
lack of certain elements in the maternal 
blood, normal products of conception, ordi- 
narily innocuous, become violently toxic in 
their action, is a question which we are un- 
able to answer at the present time. Inas- 
much as we do not understand the nature of 
the poison with which we have to deal, and, 
therefore, cannot neutralize its action by 
appropriate measures, there can be only one 
rational method of treating this condition 
when we find that the symptoms of the 
disease cannot be controlled by prophylactic 
treatment, and that is, the prevention of any 
further absorption of the toxins. This can 
only be accomplished in one way, and that 
is, by ending the pregnancy and thus re- 
moving the cause of the disease. The ques- 
tion immediately arises as to what is the best 
method to adopt to empty the uterus so as 
to cause the least injury to the patient. This 
question can only be answered by determin- 
ing what will subject the patient to the least 
operative shock, other conditions being equal. 
No method can be considered applicable to 
all cases, as the choice of operation must de- 
pend on whether the patient is a multipara 
or a primipara, the stage of pregnancy which 
hhas been reached, the condition of the soft 
parts, and the general condition of the pa- 
tient. 

Since eclampsia is a disease of the latter 
half of pregnancy, the emptying of the uterus 
may be, and usually is, a serious procedure 
from an operative standpoint. Since the 
majority of patients who suffer from eclamp- 
sia are primipare, any method of dilating the 


cervix may involve so prolonged and difficult 
an operation that the shock of operation may 
be too great for the patient. Furthermore, 
the condition of the maternal tissues in 
eclampsia. particularly in a patient who has 
reached the convulsive stage, is apt to be one 
of rigidity, often rendering cervical dilatation, 
by manual or instrumental means, an opera- 
tion of marked severity, which in the patient’s 
weakened condition may of itself prove fatal. 
If the patient is a primipara in whom labor 
has not begun, with a baby not out of pro- 
portion to the pelvic canal, and whose cervix 
is rigid and not taken up, undoubtedly the 
most conservative operation for a_ skilled 
surgeon is vaginal Caesarean section, followed 
by forceps delivery or version, since this opera- 
tion can be performed quickly and with a 
minimum of shock in the great majority of 
cases. This is not, however, an operation 
for the general practitioner who is untrained 
in surgical technique, since it offers marked 
technical difficulties in many cases. In a 
multipara, whose soft parts are not unduly 
rigid, and in a primipara in whom oblitera- 
tion of the cervical canal has taken place, 
and perhaps some dilatation of the cervix has 
occurred, either as a result of beginning labor 
or of the uterine contractions induced by the 
convulsions, manual dilatation perhaps pre- 
ceded by instrumental dilatation to over- 
come the initial cervical rigidity and followed 
by extraction with forceps or by version, is a 
legitimate and in most cases a conservative 
procedure. Induction of labor by the use 
of bougies or the dilating bag is too slow a 
method to employ in a seriously sick patient, 
and the local irritation produced by such 
methods of induction often determines the 
onset of the convulsive attacks or increases 
their severity. In patients in whom a dis- 
proportion exists between the size of the 
baby and the pelvic canal, abdominal Cexsar- 
ean section offers the only chance of delivery 
with just attention to both maternal and 
the foetal interests. I do not believe, however, 
that abdominal Cesarean section is an opera- 
tion of election for an eclamptic patient, 
when it can be avoided, since I believe that 
for abdominal surgery to be safe, normal 
excretory powers on the part of the patient 
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are a sine qua non. We recognize in abdomi- 
nal surgery as apart from eclampsia that 
suppression of urine following operation is 
a condition that we always fear and watch 
for, and I do not consider it logical to perform 
an unnecessary laparotomy on a patient who 
is already suffering from a greater or less de- 
gree of urinary suppression. Future expe- 
rience may possibly prove this view to be 
incorrect, but at the present time I cannot 
believe that the abdominal Cesarean section 
has any place in the treatment of eclampsia, 
except when the pelvic indications are pres- 
ent. 


II. THE LIMITATION OF DAMAGE BY THE 
TOXINS ALREADY ABSORBED 


Having met the first indication of prevent- 
ing further absorption of toxins by emptying 
the uterus, the next question is how to limit 
the damage by the toxins which have already 
entered the maternal circulation. We can- 
not control the amount of damage done di- 
rectly to the internal organs, as for instance 
the liver, except by ending the pregnancy at 
the earliest possible moment, and then by 
promoting the excretion of toxins as rapidly 
as possible, but we can do much to limit the 
strain on the heart and other organs induced 
by the high blood pressure and by the con- 
vulsions, and these two symptoms are the 
ones which will require the most active treat- 
ment. The high blood pressure is in my 
opinion largely due to the condition of vaso- 
motor spasm induced by the irritation of the 
central nervous system by the absorbed 
toxins, and the first step in treatment is to 
limit or remove this irritability, and the use 
of drugs which will accomplish this object 
is the next step in treatment. Large doses 
of bromide and chloral by mouth or by rectum 
will in many cases give satisfactory results, 
but I believe that absorption from either 
stomach or rectum is extremely uncertain 
during the eclamptic attack, and, therefore, 
that the absorption of bromides and chloral 
so given cannot be relied upon in the majority 
of cases, and we must depend on hypodermic 
medication as of greater value. Of the drugs 
which can be given hypodermically, those 
which seem to have done the most good are 


morphia and veratrum viride. My own 
experience, and, therefore, my own preference, 
lies with morphia. What dosage of any drug 
shall be used under these circumstances can- 
not be arbitrarily laid down, but the effect 
which it produces on the given patient must 
be watched in order to determine the proper 


_dosage. My own rule is to give 14 grain of 


morphia and repeat in one hour or sooner, 
dependent on whether the patient shows any 
reaction to the arst dose, and following this 
to give 4 grain doses every hour until slow- 
ing of the respiration shows that the drug is 
effective, my object being to lower the respira- 
tion to about twelve per minute and to hold 
it there for at least twenty-four hours, re- 
peating the morphia whenever the respiration 
shows a tendency to rise to normal, on the 
hypothesis that convulsions will seldom or 
never occur in a patient who is kept under the 
influence of morphia. In one of my cases the 
respiration dropped to seven, which was so 
marked a reaction that it caused considerable 
anxiety, but the patient made a perfectly 
satisfactory recovery. 

Many authorities believe morphia to be an 
improper drug to use under these circum- 
stances, claiming that it tends to decrease the 
excretions, and, therefore, that it is definite- 
ly contra-indicated in a disease of lessened 
excretions such as eclampsia. There is no 
doubt about such an action occurring in the 
use of morphia on normal patients, but in 
eclampsia I believe that the lessened excre- 
tions are due not so much to the local lesions 
of the disease as to the vasomotor contrac- 
tion induced by the irritation of the central 
nervous system, and my personal experience 
seems to show that as soon as the patient is 
sufficiently under the action of morphia to 
show a diminution in the rate of respiration 
there is a vasomotor relaxation which results 
in a lowering of the blood tension and a 
prompt increase in the excretions, and the 
only patients in whom we failed to get this 
sequence were patients who showed no re- 
action to the morphia. 

The blood pressure can be directly lowered 
by bleeding, and I believe that a moderate 
postpartum hemorrhage should be hoped for 
and favored at the time of delivery. My 
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experience has been, however, that eclamptic 
patients seldom lose enough blood at the time 
of delivery to lower the blood pressure more 
than temporarily, and I believe that in most 
patients venesection and the withdrawal of 
twenty to thirty ounces of blood is necessary 
in order to accomplish the best results. The 
indication for venesection should be taken 
from the blood pressure. If at the time of 
delivery the blood pressure drops to 120, or 
below, venesection should be deferred until 
a rising pressure shows a return of the symp- 
toms of central irritation, but if the blood 
pressure does not drop with the emptying of 
the uterus venesection should be promptly 
performed and a sufficient amount of blood 
extracted to lower the blood pressure to 
approximately a normal level. 

The use of nitroglycerine and the use of a 
hot pack will also tend to diminish the blood 
pressure temporarily. Venesection, aside 
from lowering the blood pressure, removes a 
portion of the toxins from the circulation, 
and the remainder may be diluted by the 
administration of normal salt solution given 
under the skin. In patients who are not 
cedematous this use of the salt solution will 
be found of great value, but if any marked 
degree of oedema is present the use of salt 
solution is contra-indicated, since the patient 
is unable to take care of the fluid already in 
the system and any addition to this burden 
will do harm instead of good. 


If. PROMOTION OF THE 
TOXINS 


EXCRETION OF THE 

As a general rule, as soon as the blood pres- 
sure is lowered to approximately normal an 
increase in the excretions of the skin and 
kidneys will be noted. I believe, however, 
that the most important channel of excretion 
in this condition is the intestinal tract, and 
that free perspiration and an increase in the 
amount of urine’ simply denote the much to 
be desired relaxation of the vasomotor spasm 
and not necessarily the excretion of the toxins 
in the system. I have seen several patients 
who apparently recovered from the primary 
attack of eclampsia and did well for three or 
four days only to have a recurrence of con- 
vulsions, one case ending fatally. A study 
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of the records of those cases shows that in 
none was the intestinal tract thoroughly 
emptied. I, therefore, believe that free 
catharsis is the most important element in 
eliminative treatment, since otherwise a re- 
absorption of the toxins may take place from 
the intestinal tract and give rise to a return 
of the symptoms. For this reason before 
the patient is removed from the operating 
table the stomach should be washed out and 
from one to two ounces of a saturated solu 

tion of Epsom salts left in the stomach to be 
repeated at intervals when the patient can 
swallow. High colonic flushing is systemat 

ically carried out to empty the lower bowel. 
and the action of the salts is aided by the 
exhibition of drop doses of croton oil, to be 
repeated at hourly intervals, for several doses, 
or until the bowels move freely. It has been 
my experience that, if free watery catharsis 
can be established so that the patient has 
six or eight copious watery movements in the 
first forty-eight hours after delivery. re 

covery can be confidently predicted in’ the 
absence of cardiac dilatation or cerebral 
hemorrhage. and that a recurrence of the 
attack is practically never seen. 


TREATMENT OF THE PATIENT 

There will be certain cases in which the 
above methods of treatment are not ap- 
plicable on account of the patient’s poor 
general condition at the time when she comes 
under observation, and delivery by any meth- 
od seems sure to be fatal, and in which we 
are, therefore, forced to treat the patient and 
not the disease. In an occasional case the 
use of bromides and chloral, or the use of 
morphia combined with venesection, will 
restore the failing heart compensation and 
render operation at a somewhat later date 
possible, but the prognosis in these cases is 
exceedingly bad. In certain cases after de 
livery the condition may be such that active 
treatment is contra-indicated and free stimu- 
lation is necessary, and in rare cases direct 
transfusion of blood may be necessary to 
restore the patient’s failing powers. 

These cases simply tend to demonstrate 
still further the fact that the treatment of 
any serious condition must be the treatment 
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of the individual as reacted on by the disease 
and not the treatment of the disease accord- 
ing to a fixed rule. 

The choice of the anesthetic to be used at 
the operation is of considerable importance, 
and a word in regard to it cannot be out of 
place in any paper on eclampsia. Chloro- 
form is contra-indicated on account of the 
fact that it tends to produce lesions in the 
liver of the healthy patient similar to those 
found in eclampsia, a fact which has been re- 
peatedly demonstrated in patients who have 
died of chloroform poisoning. I have tried 
gas and oxygen as an anesthetic in one case 
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and the result was such that, although the 
patient eventually recovered, I consider the 
use of gas-oxygen anesthesia unjustifiable 
in these cases on account of the increase in 
blood pressure which it produces. In my 
patient an acute dilatation of the heart 
promptly developed before we had a chance to 
empty the uterus and operation had to be 
deferred some hours until the patient’s con- 
dition became more satisfactory. Ether. 
while not ideal, seems to be unquestionably 
the safest anesthetic which we have at pres- 
ent for these cases, and I have yet to see any 
serious effects from its use. 





PROLAPSE OF 


By JOHN M. BALDY, 


URING the recent Congress of Sur- 
geons held in Philadelphia. I had 
occasion to demonstrate the surgical 
cure of several cases of prolapsus 
uteri, and was somewhat surprised during 
subsequent discussion to find more than 
passing interest manifested in the methods 
to which I had resorted in order to secure a 
cure. The interest seemed so great that it 
determined me to put together in a_ brief 
article the several methods I am at present 
using and which have been the outcome of 
some years of evolution in my work on pro- 
lapsus of the womb. 

Somers of San Francisco, in a recent article, 
calls attention to the universal complaint of 
operators of recurrence after operation, and, 
after discussing the matter from the stand- 
point of operations which retain the uterus, 
asks, **Why then remove the uterus when 
good results are obtained by preserving it?”’ 
We were told by Emmet, and the early opera- 
tors, this same thing; in fact, these men 
opposed opening the abdomen at all, contend- 
ing they could and did cure these cases with 
plastic operations on the vaginal walls alone. 
Almost the entire surgical world soon dis- 
covered the fallacy of this teaching, and just 
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as certainly is it true to-day that even where 
the abdomen is opened there are certain cases 
of recurrence in procedures which do not 
include a removal of the uterus. A large 
number of cases may readily be cured by the 
old Emmet methods of plastic vaginal work: 
equally true is it that a certain number also 
may be cured by operations involving the 
opening of the abdomen but which retain the 
uterus. It is for the remaining cases, which 
recur in spite of these two procedures, in 
which we wish to find an operation of cer- 
tainty and precision, one which involves no 
more risk to the patient than does the lesser 
one. The trouble here is that no one is able 
beforehand to say whether or not a given case 
will recur, and, consequently, there is the 
tendency, having found one operation of 
comparatively sure result, to resort to this 
operation continually, and this is right. The 
answer to the question of Somers and others 
of his way of thinking is, in cases requiring the 
removal of the womb, that this organ has 
ceased to be of further use and advantage 
to the woman. By its removal not only is a 
better and surer result obtained, but an organ 
is removed, which later on, in many instances, 
causes not only annoying symptoms but also 


'Read before the American Gynecological Society, Baltimore, May, to12. 
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endangers the woman’s life from the possible 
development of cancer. Its removal, there- 
fore, is a distinct and positive advantage and 
if, in addition, a comparatively sure cure of 
the prolapsed bladder, rectum and vagina 
may be facilitated, no amount of sentiment 
should be allowed to enter into consideration. 

The various degrees of prolapsus as well 
as the age of the patient is constantly to be 
considered in deciding upon the steps to be 
taken for its surgical cure, but, whatever the 
method chosen, thorough vaginal plastic work 
must be an essential accompaniment to insure 
permanent success. At this particular time, 
I am not especially interested in the discussion 
of this phase of the subject: suffice it to say, 
that I still remain a convert to the Sims and 
Emmet methods of plastic work. The ab- 
dominal side of the subject is the one which 
interested my audiences during the Congress 
and it is to this phase that I desire to devote 
the present communication. I shall simply 
add that, in spite of all the argument and dis- 
cussion to the contrary, J am_ personally 
unable in every case lo assure all my complete 
prolapse patients of a reasonably sure cure 
without the aid of an intra-abdominal opera- 
tion. This being true in my own case. I have 
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Fig. 1. Stumps after vaginal hysterectomy, drawn down 
into vagina. while vaginal vault is pushed up. Suture in 
place for tying. Am. Text Bk. of Gyn., 1895. 


no cause to further discuss the matter with 
my more fortunate or more skillful colleagues. 
I have consequently sought for more certain 
methods and have only arrived at my present 
practice through a series of trials and failures. 
Exposition of the successive steps of this 
evolution is the excuse for this paper. 

In 1895, | published a method of dealing 
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ready for tying. Am. Text Bk. of Gyn., 1898. 
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Fig. 3. Ligatures tied; lifting up cervical stump; approximating cervical stump and ovarian stumps. Broad ligament 
doubled upon itself, burying uterine stumps. Am. Text Bk. of Gyn., 1898. 





Fig. 4. Peritoneum whipped over all, closing the wounds outside the peritoneal cavity. Am. Text Bk. of Gyn., 1898. 
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Fig. 5. 
ready for drawing the stump up to the abdominal wall. 
Sutures (silkworm gut) protruding through peritoneum 


Uterus amputated at cervix. Sutures in place 


muscle and fascia ready to tie. One broad ligament 
closed by a running catgut suture; the other broad liga 
ment open. 


with prolapse of the uterus! with which I had 
been experimenting for some years, the 
essential parts of which were a vaginal hys- 
terectomy and fixation of the stumps in the 
vaginal vault. Concerning this, in 1898, | 
said, ‘the operation should be performed with 
ligatures and the stumps fastened into the 
vaginal opening so as to draw the vagina 
upward during the process of contraction and 
repair and give that organ a permanent sup- 
port from above, which can be obtained in no 
other way.’ This operation in a few (very 
few) picked cases may even to-day have a 
place. 

Not getting as good final results, as a whole, 
as I desired, in 1898, after a few years of 
experimenting from the abdominal side, | 
published ? a second method. 

The procedure is in all essentials an ab- 
dominal hysterectomy by amputation at, or 
below, the internal os. The points to be 
observed are: 

1. To include both the ovarian arteries and 


American ‘Text: Book of Gynecology. 1895 


W. B. Saunders. Pub- 
lishers. 
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Fig. 6. Cervix drawn into place and sutures tied: the 
knots resting on the abdominal fascia. Both broad liga 
ments closed. The exposed surface of the cervical stump 
in process of closure by a running catgut suture, uniting 
the peritoneum of the cervix with the peritoneum of the 
abdominal wall. 


the round ligament in the first ligature on 
each side of the uterus. 

2. To place this ligature as near the pelvic 
wall as possible so as to leave but a small 
amount of broad ligament behind with the 
stump. 

3. To place but one other ligature on each 
side of the uterus, this ligature to include the 
uterine artery with as little other tissue as 
possible. This leaves both broad ligaments 
open. 

4. To amputate the uterus as low on the 
cervix as possible. 

Fig. 2 shows this part of the operation com 
pleted, together with the second step, namely. 
the placing of the sutures. A glance at this 
illustration shows the suture 7 situ while a 
glance at Fig. 3 shows the suture tied with 
the parts drawn into place. 

It will be noted, first, that the suture is 
composed of silk; secondly, that in the course 
of its application it includes both the ovarian 
and uterine stumps deeply placed well back 
of the ligatures. These points are important, 
as considerable traction occurs when the 
sutures are tied, and unless these precautions 
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are taken, the suture might tear out or the 
ligature on the stump become displaced. 

It will be further noted that the sutures 
include the sides of the cervical stump. 

It can readily be seen that the effect of 
tying these sutures is to lift up the stump of 
the cervix (together with the vagina) and to 
bring it in close approximation with the ova- 
rian stumps, doubling the opened broad liga- 
ments together as shown in Fig. 4. Of course 
the portion of the broad ligament at the 
point of the ovarian stump will be drawn down 
somewhat but the main effect is to lift to a 
high point the cervical stump and at the same 
time to drag up the vagina. Adhesion takes 
place throughout the full extent of the doubled 
broad ligament and most surprisingly firm 
support is given from above to the vagina. 

Fig. 4 shows the peritoneum drawn to- 
gether by a catgut suture over that portion of 
the cervical stump which remains uncovered 
after the two sutures are tied. 

The result of the operation is as near perfect 
as is possible by any operative procedure. 

The results accomplished are: 

The weight of the heavy uterus is removed. 

The over-stretched vagina is lifted high up 
and held firmly in place. 

The supports utilized are the natural sup- 
ports of the uterus and the upper portion of 
the vagina, the broad ligaments. 

The cervix remains a pelvic organ as is 
natural. 

The immediate and remote result, as re- 
gards fixation of the upper part of the vagina, 
is perfect. 

In cancerous or tubercular disease of the 
uterus, the operation may be varied by per- 
forming a pan-hysterectomy. The vaginal 
mucous membrane is sutured together, clos- 
ing off the vagina. The vagina can then be 
brought up and fastened to the stumps in a 
similar manner to the procedure in which the 
cervix was not removed. 

This procedure is an excellent one in a large 
number of cases in which the vaginal proced- 
ure might not succeed, and it has the ad- 
vantage, in that the parts can be the more 
accurately and snugly adjusted. And _ yet, 
in spite of all this, cases occur in which the 
relaxation is so great that with this operation 
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the rectocele and cystocele are not drawn back 
into the vagina sufficiently far to insure a 
permanent result. 

The same year and in the same work, I 
published a further effort in the direction of 
permanent efficiency, and in connection with 
this operation stated, ‘‘ Another and excellent 
modification of this operation is, after the 
uterus has been removed by amputation at 
or below the internal os, to fix the cervical 
stump to the abdominal wali at the lower 
angle of the abdominal incision by means of 
two silkworm gut sutures passed through the 
full width of the cervix from side to side, and 
the free ends brought through the peritoneum. 
muscles and deep fascia of the abdominal wall. 
where they are securely tied together, cut off 
short and the knots buried when the incision 
is closed. (Fig.5.) The open broad ligaments 
should be closed by a continuous catgut suture 
on each side, preferably before the cervix is 
anchored by its fixation sutures.’ After the 
cervix is drawn up against the abdominal 
wall, there remains an exposed surface on its 
posterior aspect which is closed by suturing 
the cervical peritoneum to the peritoneum of 
the abdominal wall. (Fig. 6.) In cancerous 
or tubercular disease of the uterus a pan- 
hysterectomy may be performed, the vaginal 
vault closed and the vagina itself sutured to 
the abdominal wall in exactly the same man- 
ner. The abdominal wound is then closed in 
the usual way. 

This operation is to be chosen when a very 
large amount of relaxation exists and the 
vaginal vault would not otherwise be lifted 
sufficiently high to give the requisite support. 
At about the time I published this operation, 
Polk published one quite similar, but I am, 
at this time, unable to find his original pub- 
lication. 

Experience with this operation taught me 
this fact, that is, it is possible to attach the 
cervix so far away from the pubis as to defeat 
the object desired. In the early days, one 
case returned to me with the vagina again 
prolapsed and I assumed that the attached 
cervix had been torn from its anchorage. A 
second operation demonstrated the fact that 
the cervix was perfectly attached at the point 
of fixation but that this point was so far 
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away from the pubic bone that the abdominal 
wall was pulled in by the traction below 
and a repetition of the descent of the upper 
vagina occurred. Since that time, I have 
made the attachment: as near the pubic bone 
as it is possible to approach, and no further 
failure has been recorded. I was asked 
during the Congress as to the danger of in- 
fection from the cervical canal at the point 
of contact with the abdominal wall, as this 
canal was not closed, only cleansed with a 
pledget of cotton, wet with bichloride of 
mercury solution. In no case have I ever 
known of infection. Should such occur the 
open canal would give access into the vagina 
for any resulting suppuration. 

It will be observed that any and all of these 
methods are only applicable to cases occur- 
ring in women past or near the child-bearing 
period of life or where it is desirable or neces- 
sary to sterilize the patient. The earlier 
procedures are adapted only to cases of 
moderate prolapsus. In the extreme cases, 
I have come to utilize the last procedure 
routinely, it makes little difference how ad- 
vanced the age, and I have been enabled by 
its aid to practically guarantee a permanent 
result. 

Prolapsus occurs in women in whom it is 
desirable to retain the child-bearing function, 
and in these cases, in the past, I have depend- 
ed largely on plastic work with indifferent 
results. The operation I have been perform- 
ing for some years to restore a retrodisplaced 
uterus by bringing the round ligaments 
posterior to the uterus (Figs. 7, 8, 9 and 10), 
was at first extended to those cases of retro- 
displacement accompanied, to a moderate 
degree, by a prolapse of the vaginal vault. 
This operation is clearly demonstrated by 
the accompanying illustrations. 

It will be noted by reference to the illustra- 
tions (Fig. 7) that the forceps perforate the 
broad ligament close to the uterus and directly 
under the ovarian ligament. This is essential 
to the best results. A too low perforation in 
the broad ligament will give an unsatisfactory 
result. When the round ligaments are ad- 
justed and brought snugly together posteri- 
orly, the ovarian ligament rests on each round 
ligament and without so much as touching 
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the ovary or Fallopian tube, always, and with 
absolute certainty, insures the proper and 
safe elevation of those organs. When the 
uterus is thrown forward by almost any other 
operation, the ovaries will usually rise in the 
pelvis with it and the displacement of both 
organs will be corrected at one and the same 
time. But every operator will recognize 
the fact that there is a certain large group 
in which the ovarian ligaments are relatively 
more stretched than those of the uterus, and 
in spite of the fundus being brought up and 
held forward the ovaries are still prolapsed. 

The elevation of the ovaries is not accom- 
plished alone by the general elevation of the 
uterus, but is materially aided by the rolling 
forward a quarter of a circle or more of the 
top of the broad ligament, due to the pull 
backward of the round ligament as it passes 
through the hole in the broad ligament, and, 
the more the posterior pull of the round liga- 
ment the greater the tendency to the rolling 
forward of the top of the broad ligament and 
the consequent elevation of the ovary and 
Fallopian tube. I have in no case seen this 
occur to such an extent as to in any way 
endanger the patency of the tube. This whole 
mechanism is perfectly plain when seen in the 
living subject and is perfectly compatible 
with every known mechanical law. 

The second fact accomplished is that of the 
elevation of the uterus and everything con- 
nected with it. This is brought about, of 
course, on principles somewhat similar to 
those which would be involved in grasping a 
boy in one’s arms and lifting him up. This 
requires fixed points from which to act. In 
the operation, these points are the attachment 
of the round ligaments to the abdominal wall, 
their attachments to the fundus uteri, their 
attachments throughout the whole course 
through the broad ligaments and finally the 
artificial attachments made by the operator 
as they are brought together behind the 
uterus and stitched to that organ. 

During the Congress, in one case, I further 
extended the application of this operation to 
a case of complete prolapsus of the uterus and 
vagina and found the result so satisfactory 
that in future, in such cases, I shall use it 
extensively. Any one who is in the habit of 
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performing this operation for displacements 
will readily realize how thoroughly it elevates 
the pelvic organs and retains them in place 
in such a firm manner as is possible by no 
other operation performed for displacement. 
It gives exactly the support above to supple- 
ment the plastic work, which has been sought 
so long; a support perfect in its accomplish- 
ment and perfectly safe to the child-bearing 
woman. 

Incidentally I wish to call attention to one 
other point which has hitherto remained 
unnoted in connection with this operation for 
retrodisplacement. 

Recently in several cases in which the 
operation has been performed, there has ex- 
isted an inguinal hernia. When the round 
ligaments had been adjusted to the posterior 
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part of the uterus, it was found that the 
opening into the inguinal canal had practical- 
ly disappeared. The pull on the ends of the 
ligament had brought the borders of the ring 
nearest the pelvis backward, closing the 
canal so completely, by overlapping, that the 
opening could only be demonstrated by the 
examining finger with difficulty. A stitch or 
two was in each instance introduced, supple- 
menting the closure and overlapping of the 
ring and nothing further done for the hernia. 
The idea is to follow the subsequent history 
of each case and see what the permanent 
result will be. If it be proven that this opera- 
tion will cure inguinal hernia, an additional 
feature of value will have been added to it 
which will make it an operation difficult to 
duplicate. 





A FURTHER REPORT ON THE RELATION OF THYROIDISM TO THE 
TOXAMIA OF PREGNANCY’ 


By GEORGE GRAY WARD, Jr., M.D., New York City 


relation of the thyroid gland and thyroid- 

ism to the toxemia of pregnancy (1) 

as a thesis for Fellowship in this Society, 
and after reviewing some of the research work 
that had been done up to that time and the 
deductions to be drawn therefrom, I reported 
two cases that had come under my observa- 
tion which were illustrative of the subject 
and seemed to bear out clinically some of the 
conclusions of the laboratory. 

The conclusions in my paper were as fol- 
lows: 

1. The thyroid gland is, in all probability, 
concerned in promoting nitrogenous metabo- 
lism. 

2. There is considerable evidence that the 
thyroid gland normally hypertrophies during 
pregnancy, and plays an important part in 
the increased nitrogenous metabolic pro- 
cesses incident to that state. 

3. It is very probable that the toxemia 
of pregnancy is largely dependent upon faulty 


|: April, 1909, I presented a study of the 


metabolism; at least, insufficient metabolism 
is an accompaniment which greatly adds to 
the seriousness of the condition. 

4. Failure of the thyroid gland to hyper- 
trophy during pregnancy is probably followed 
by insufficient metabolism, and may result 
in the various forms of toxemia of preg- 
nancy. 

5. Graves’ disease, by materially altering 
the quantity and quality of the thyroid secre- 
tion, has an important influence upon meta- 
bolic processes; therefore, if associated with 
pregnancy, owing to the increased metabolism 
incident to that state, it becomes a grave com- 
plication. 

6. When there is a failure of the normal 
hypertrophy of the thyroid gland during 
pregnancy, and when there is a diseased thy- 
roid, as in Graves’ disease, the administra- 
tion of thyroid substance, by supplying the 
deficiency of the normal thyroid secretion 
and by diuretic action, may materially im- 
prove a faulty metabolism and thus have a 


1 Read before the American Gynecological Society, Baltimore, May, 1912. 
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favorable influence upon the manifestations 
of the toxemia of pregnancy. 

7. The use of a saline extract of thyroid 
proteids made from fresh normal human 
glands is much more efficient in rapidity and 
reliability of action than the sheep thyroids 
as ordinarily prepared; therefore much more 
satisfactory results may be expected from its 
use. 

8. The hypodermic administration of thy- 
roid proteids is greatly superior to oral 
administration, especially when used in cases 
of toxic vomiting of pregnancy or in eclamp- 
sia. 

g. As the whole subject is yet so very 
obscure, much further research work along 
the same lines and many clinical observations 
are essential to a more definite understanding 
of the relationship of the thyroid gland to 
toxemia, but in view of some results already 
obtained the field is at least a promising one. 

10. It is not improbable that further re- 
search may show that the parathyroids have 
an important relation to the manifestations 
of the toxemia of pregnancy. 

Since the above was written, investigations 


and clinical observations made by different 
observers along the same line have tended 
to confirm many of the above conclusions. 
Several studies adding to our knowledge of 
the problem have been contributed to the 
medical journals by both laboratory workers 


and clinicians. Among the former, the work 
of Carlson and Jacobson (2), and of Mac- 
Callum and Voegtlin (3) is of interest, while 
clinical observations have been reported by 
Leitz (4), Stowe (5), Bonnaire (6), Goodall 
and Conn (7), Porter (8), Davis (9), Rogers 
(10), and others. 

The value of the nitrogen partition of the 
urine as a guide to the state of the metabolism 
in the toxemias of pregnancy cannot be over- 
estimated. In no other way can we judge 
the degree of the disturbance present, and 
the limits of safety. Blood pressure is too 
variable to be relied upon in these cases, as 
has been emphasized by Davis in a recent 
paper. 

An excess of ammonia nitrogen and rest 
nitrogen is indicative of marked failure in 
metabolism. 
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The work of Williams (11) on the relation 
of an excess of ammonia to toxic vomiting of 
pregnancy is familiar to all. He has stated 
that normally in the first half of pregnancy 
the ammonia coefficient varies from four to 
five per cent, while in toxic vomiting it may 
rise to 10, 20, 30, or even 40 per cent; and in 
one case (death) it reached 48 per cent. He 
places 10 per cent of ammonia nitrogen as 
suspicious if not pathognomonic of toxemia. 

Folin (12), and also Ewing and Wolf (13), 
however, believe from their investigations 
that 10 per cent of ammonia nitrogen may be 
normal when there is a pronounced reduction 
in the total nitrogen, as under such circum- 
stances they have always found a relative 
increase in the ammonia. 

In 1907, Coronedi and Luzzatto (14), find- 
ing the tendency to alkaline reaction in the 
urine of dogs after complete thyroidectomy, 
attributed this to the increased ammonia con- 
tent. In 1909, Berkeley and Beebe (15) 
found both a relative and an absolute increase 
in the ammonia in urine after thyroid- 
parathyroidectomy in dogs. 

Recently, MacCallum and Voegtlin have 
established the further important fact that 
under similar thyroid removal there is a 
greatly increased ammonia content in the 
blood, and Carlson and Jacobson have con- 
tributed an important paper on the depres- 
sion of the ammonia destroying power of the 
liver after complete thyroidectomy. 

Beebe has recently told the writer that 
some of his unpublished experiments prove 
beyond a doubt the marked influence the 
thyroid has on the excretion of ammonia. 
He has found that under thyroid administra- 
tion the ammonia excretion was reduced 
where it had previously been increased after 
thyroidectomy. ‘These experiments still fur- 
ther add to the accumulating proofs of the 
importance of the thyroid and parathyroid 
glands to some of the physiological processes 
in the liver. 

The liver, then, undoubtedly has an 
ammonia destroying or converting power, and 
when this power is inhibited and the liver 
fails in this function ammonia appears in the 
urine and also in the blood. Thyroidectomy 


produces a marked depression in this ammonia 
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destroying power of the liver. An excess of 
ammonia output in the blood and urine means 
a depressed functional activity of the liver or 
a failure in the metabolic processes, and pro- 
duces ammonia intoxication. 

In the light of these observations it would 
appear logical that when there is a high 
ammonia output shown by the nitrogen 
partition, as in a disturbed metabolism of the 
toxemia of pregnancy, thyroid administra- 
tion is indicated. 

Among recent clinical contributions that 
of Goodall and Conn is especially interesting, 
as showing the intimate relationship between 
the thyroid gland and the generative organs. 
They are of the opinion that the ovaries stand 
in very close relation with the thyroid, and 
that the uterus is devoid of any influence up- 
on thyroid activity, except indirectly through 
the ovarian function; also that ovarian hyper- 
activity is a frequent cause of the develop- 
ment of exophthalmic goitre and that dimin- 
ished or absent ovarian activity usually 
coincides with myxcedema. They cite cases 
where hypothyroidism has been associated 
with disturbance in the functions of the 
generative organs, especially menstruation, 
which were greatly benefited by thyroid 
administration. 

Porter reports a case of pregnancy associat- 
ed with thyroidism and has advocated the 
treatment of the diseased gland by the in- 
jection of boiling water. E. P. Davis has 
very recently written on thyroid disease com- 
plicating pregnancy and parturition, and 
states that in his experience it is no unusual 
thing to observe disturbance of the functions 
of the genital organs in women, associated 
with various degrees of thyroid disease. He 
reports four cases occurring in his practice in 
the last few years, in which a diseased thyroid 
proved an important factor in the outcome. 
His first case, a 2-para, presented herself 
with no observable thyroid enlargement but 
was in an unusually neurotic state. Spontane- 
ous labor developed rapidly with great ex- 
citement, the patient becoming unmanage- 
able. The labor terminated normally. 
There was an excessive secretion of milk and 
she nursed the child, but remained in a high- 
ly hysterical condition. Five months later 
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the patient developed exophthalmic goitre 
and eighteen months after her labor she was 
operated upon for cystocele by another sur- 
geon and promptly died in delirium. The 
second case, a 2-para, had a narrowed and 
flattened pelvis, which caused a most difficult 
labor in her first pregnancy. He advised 
her to have a Cesarean section on account of 
her previous history and the pelvic deformity. 
After the early months the patient began to 
suffer with nausea, exhaustion, and head- 
aches, and there was an enlargement of the 
thyroid. The urine showed a deficient nitro- 
genous metabolism. Thyroid extract was 
administered, with occasional intermissions, 
throughout the pregnancy in very moderate 
doses with some benefit. The patient went 
to term, when labor began with attacks of 
great nervousness. An immediate Cesarean 


section was done, with happy outcome for 
both mother and child. A partial thyroi- 
dectomy was done six months later, and 
eighteen months after the delivery, she was 
in excellent health. The third case reported 
was in her seventh pregnancy, with a history 
of having lost all of her children by abortion, 


or by their dying a few days postpartum. 
There was a very much enlarged thyroid and 
marked nervous disturbances. Patient was 
suffering with considerable nausea and other 
symptoms of disturbed metabolism, which 
was confirmed by the nitrogen partition, the 
ammonia nitrogen being nearly 24 per cent, 


‘and the rest nitrogen nearly 20 per cent in 


one specimen. Patient was advised to have 
a Cesarean section, as a living child was great- 
ly desired. Thyroid extract was persistent- 
ly used throughout the pregnancy with de- 
cided success, the urine analysis showing a 
continuous improvement in the metabolism, 
and the patient feeling greatly benefited 
physically. Casarean section was done just 
before term, and mother and child left the 
hospital in excellent condition. Three 
months later her Graves’ disease again de- 
veloped and she had a partial thyroidectomy 
done by Dr. Charles Mayo and has been well 
since. The child is exceptionally vigorous. 

The fourth case reported was a 2-para who 
was four months pregnant when first seen 
and evidently toxemic, with insufficient 





WARD: RELATION OF THYROIDISM TO TOXAZMIA OF PREGNANCY 


195 


TOXAEMIA OF PREGNANCY. GRAVES DISEASE 


CHART I ps At 





DAILY TOTAL QUANTITY °F URINE——— 
ATTACKS OF VOMITING IN 24 HRS ——— 





|_| 
| SEPTEMBER 





1500/50 


as 7: 














*(MAXIMUN 443 
URINE" 24 HRS) MINIMUM 103 
AVERAGE 523 


metabolism. Thyroid extract was given, one 
grain three times daily, with benefit. The 
labor was spontaneous and a healthy child 
was delivered. During the puerperium, the 
mother was able to nurse the child. The 
child had several attacks of intermittent 
toxemia which were relieved by the adminis- 
tration of thyroid extract to the mother. 
There was an immediate improvement in 
the nitrogenous metabolism following the 
use of the thyroid extract in this case. 

Davis has had the greatest success in giving 
small doses of the thyroid extract, one grain 
three times daily, continued for from four to 
seven months. He advocates elective Ce- 
sarean section as the method of choice where 
the previous history shows foetal mortality; 
and thinks that the induction of labor in 
these cases is seldom indicated, as it is too 
slow and uncertain. The pressure of elastic 
bags increases the mother’s nervous dis- 
turbance, and the delivery of the child 
through a partially dilated birth canal exposes 
it to additional risk. 

Since 1909 I have had the opportunity to 
make two further clinical observations on the 
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relation of thyroidism to toxemia. Both 
were on the same patients whose cases I pre- 
viously reported. 

A summary of the history of Case 2 
reported in my former paper is as follows: 

Mrs. A. T., aged 32, was delivered by me in No- 
vember, 1908, by vaginal hysterotomy, her case be- 
ing complicated by Graves’ disease and a most 
severe toxemia, manifested by a hyperemesis that 
almost amounted to pernicious vomiting. She had 
been under the care of Dr. Rogers for her Graves’ 
disease, and when her toxic vomiting began, hypo- 
dermic injections of the proteid thyreoglobulin 
were given, with unquestionable relief of symptoms. 
Her symptoms were most alarming when the urine 
output was lowest. Several times the total quantity 
for twenty-four hours was below fourteen ounces, 
and the nitrogen partition at these times showed 
serious metabolic disturbance. The child lived 
but thirty-six hours. Five months after this labor 
the patient became pregnant again, her last men- 
struation being on March 15, 1909, and I delivered 
her on December 20, 1909, by a second vaginal 
Cesarean section. The child was obtained by a 
version, and is ative to-day. The state of her 
Graves’ disease was similar to what it was during 
the previous pregnancy. Dr. Rogers described 
the condition of her thyroid secretion as being an 
excess but of very poor quality, such as is observed 
in cases extending over several years. She had the 
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same nervousness and restlessness, with a moderate 
hypertrophy of the thyroid and a pulse running 
from go to 100. Throughout this second preg- 
nancy, the same toxic symptoms manifested them- 
selves, but with a somewhat lessened severity than 
during the previous gestation. A nitrogen parti- 
tion made during the third month showed a dimin- 
ished total nitrogen, 6.43 grams; ammonia nitrogen, 
7.55 per cent instead of 4.5 per cent; and rest nitro- 
gen 8.6 per cent instead of 4 per cent. There was 
no albumin or sugar. 

The same relation between the vomiting and the 
diminished output of urine was present as before. 
An accurate record was kept of the total daily 
quantity of urine excreted, and also of the number 
of times vomiting occurred each day. (See charts 
I, II, II.) The vomiting first appeared at the 
sixth week and was irregular and of moderate 
frequency until the end of the sixth month, when 
it began to be persistent and continued right up 
to the termination of labor at term. During the 
fifth month the daily average of urine was 34.3 
ounces, the minimum being twenty-seven ounces 
and the maximum forty-five ounces. Vomiting 
occurred but seldom. During the sixth month 


the vomiting began to be more troublesome, occur- 
ring from one to three times daily except for two 
intervals of about ten days each, with a total of 
eighteen attacks forthe month. The urine averaged 
32.6 ounces, maximum forty-five ounces and mini- 
mum twenty-three ounces. 

Throughout the seventh month the 


patient 
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vomited daily, with a total of seventy-five attacks, 
the attacks varying from one to five each day, with 
an average of 2.5 per day. The urine averaged 
thirty-two ounces, with a minimum of ten ounces 
and a maximum of forty-four ounces. 

During the eighth month, the condition of the 
patient remained about the same, so far as the 
urine output and vomiting were concerned, but her 
general state of health was going down hill. She 
was becoming more prostrated and her headaches 
were more troublesome. The urine average was 
thirty-one and four-tenths ounces, minimum twenty- 
one ounces and maximum forty-three ounces. The 
vomiting occurred one to five times daily, with a 
total of seventy-three times for the month, and a 
daily average of 2.3. 

A nitrogen partition made at this time (November 
17, 1909) showed a low total nitrogen, 3.918 grams; 
ammonia nitrogen, 6.63 per cent; and a very high 
rest nitrogen, 29.4 percent. There was evidently a 
marked disturbance of metabolism. 

In the ninth month, all the symptoms increased 
in severity, and it was doubtful whether the preg- 
nancy might not have to be terminated at any time. 
The vomiting occurred from one to seven times 
daily, with an average of 3.2 per day, and a total 
of ninety-one attacks for the month. The urine 
had diminished to twenty-seven ounces average, 
minimum fifteen ounces and maximum forty-one 
ounces. A nitrogen partition (December 7, 1909), 
showed total nitrogen 6.016 grams; ammonia 
nitrogen, 6.86 per cent; and rest nitrogen, 18.9 per 
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cent. A study of the charts will show a direct 
relation between the output of urine and the num- 
ber of attacks of vomiting. Whenever the total 
quantity of urine became diminished, the attacks 
of vomiting increased, and vice versa. Examples 
of this are markedly shown on chart III on Novem- 
ber 30th and December 6th and 7th. 

On December 17, 1909, the membranes ruptured 
spontaneously at nine P. M., the position of the 
child being L. O. A., no pains occurring for thirty- 
six hours. A No. 4 Voorhees bag was inserted. 
Only feeble pains resulted, and no real progress 
was made, so, after waiting twenty-four hours, the 
highly nervous condition of the mother made it 
seem best to operate. Traction was made on the 
bag for ten minutes, until it was delivered. As the 
cervix still presented a resisting ring, and bearing 
in mind the lesson of the previous labor, a vaginal 
hysterotomy was done at once. The anterior 
uterine wall was very thin at the site of the cicatrix 
of the previous operation, and it began to tear 
when dissecting the bladder free from the uterus. 
A bi-manual version was performed without diffi- 
culty, but in passing the hand to reach for an ex- 
tended posterior arm the uterine incision was evi- 
dently extended high up on the anterior wall of the 
uterus, close to, or into, the peritoneal cavity. The 
child was extracted in good condition, and with the 
exception of a too highly organized nervous system, 
is well to-day. The uterus was sutured with cat- 
gut and a gauze drain was inserted between it and 
the bladder. The patient had a stormy convales- 
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cence. For six days she ran a temperature up to 
103°, with a pulse as high as 148 at times. ‘There 
was marked tympanites, and evidently a moderate 
infection, as there was a leucocytosis of 22,000, 
with a polynuclear count of 91 per cent, and the 
lochia showed cultures of the colon bacillus. The 
case was still further complicated by a most severe 
sciatica, which developed on the second day. In 
spite of all this, the temperature was normal on the 
seventh day, and the recovery was otherwise un- 
eventful. All nausea and vomiting ceased with the 
termination of the labor, as in the previous preg- 
nancy. 

Throughout the last four months of the gestation, 
the patient received daily hypodermic injections 
of thyreoglobulin made from normal human thyroid 
glands, as in the previous pregnancy. The dosage 
and frequency of the injections varied according 
to the severity of the symptoms. The results ob- 
tained paralleled those obtained before. The 
nausea and vomiting were relieved and controlled 
to some extent, and the urine output was increased. 
The pulse rate and tension were so erratic in this 
case that no reliance could be placed on blood 
pressure. The nitrogen partition proved a more 
valuable index as to the degree of the toxemia. 
Certainly I do not believe the patient could have 
been carried to term without the use of thyroid 
extract. 


In view of my two experiences with this 
patient, I am in accord with the views of 
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Davis, that elective Cesarean section gives 
the best chance for the child, with the least 
danger to the mother, in this class of cases; 
and as this patient is very anxious for further 
offspring, I should adopt that procedure 
another time. 

The patient reported as Case 1 in the pre- 
vious paper, also became pregnant about 
nine months later, and I again delivered her 
at term after a normal labor. 


This patient had a typical Graves’ disease of an 
early type, or a condition of hyperthyroidism. She 
received marked benefit from the anti-serum of 
Beebe and Rogers, but was difficult to keep under 
control, and therefore had occasional relapses. She 
felt much better and her symptoms were in abeyance 
while pregnant, and her nervousness and pulse rate 
promptly increased as soon as the labor was ter- 
minated. 

In this second pregnancy her condition was simi- 
lar to that of the previous one, she having about 
the same degree of hyperthyroidism. Her thyroid 
showed considerable enlargement and her pulse 
varied from 95 to 120, and she was troubled with 
considerable itching of the skin, according to my 
notes. Her urine showed a trace of albumin, and 
4.4 grains per ounce of sugar at one time. How- 


ever, she stated emphatically that she felt much 
better than when she was not pregnant, as she al- 
ways did. There was not so marked a change in 
the pulse rate during her puerperium as before, but 


still it averaged an increase. It was 84 to 92 at 
the time of the labor, and after the second day it 
averaged from 104 to 108. 

The history of this case would seem to 
support the opinion of Charcot and others, 
that certain Graves’ cases are relieved of 
some of their symptoms during pregnancy. 
The increased metabolism made necessary 
by the growing foetus utilizing the excess of 
thyroid secretion common to cases of hyper- 
thyroidism, as seen in the earlier stages of 
Graves’ disease. 

Beebe personally communicated to me the 
following two cases which he has recently ob- 
served, and has kindly permitted me to re- 
port them. 

Case 1. Mrs. S., aged 26, primapara. No 
Graves’ disease or excessive enlargement of the 
thyroid. She began to have excessive vomiting 
at the end of the fourth month, which continued 
throughout the gestation. The urine contained 
no albumin or sugar, but the nitrogen partitions 
showed faulty metabolism. Hypodermic _injec- 
tions of normal human thyreoglobulin were given, 
according to the severity of the symptoms, and 
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they were sufficient to control the vomiting so that 
it was possible to carry the patient to term, when 
she was successfully delivered of a healthy child. 
The blood pressure in this case was high. 

Case 2. Mrs. F., aged 30; primapara. Three 
years previously she had developed exophthalmic 
goitre, and was treated with Rogers’ and Beebe’s 
serum and recovered. When six and a half months 
pregnant, she developed a marked toxemia, which 
was accompanied by myxcedematous manifestations, 
as dry skin, dull mentality, vomiting, tender liver, 
and constipation. Her condition was that of 
hypothyroidism. Hypodermic injections of normal 
human thyreoglobulin were administered, with the 
result that all myxoedematous symptoms were 
relieved and the toxic vomiting was controlled. 
She went to term and was delivered of a healthy 
child. Two months later she developed a state of 
hyperthyroidism, which was corrected by the use of 
thyroid cytotoxic, or anti-serum. The urine showed 
some albumin, and the nitrogen partitions showed 
marked disturbance of metabolism. The blood 
pressure in this case was not high, ranging from 110 
to 120. 

SUMMARY 

In the light of many experiences, the pres- 
ent status of the toxemias of pregnancy of 
this type may be stated as follows: 

1. That these cases may be classified into 
two groups: (a) Cases having no Graves’ 
disease, but without sufficient thyroid secre- 
tion to promote the increased metabolism in 
the liver made necessary by the pregnancy, 
and probably due to the failure of the thyroid 
to hypertrophy. (b) Cases associated with 
Graves’ disease, which condition usually 
causes serious disturbance in the metabolism. 

2. Toxemias of the first group are fre- 
quently much benefited by the administra- 
tion of thyroid substance, in the form of either 
dry extract or a serum. 

3. In toxemia of the second group, it is 
essential to determine whether the Graves’ 
disease is in a condition of hyperthyroidism or 
hypothyroidism. If the former, rest, applica- 
tions of ice, milk diet, and sedatives should 
be employed, and if these measures fail, an 
anti-serum such as the cytotoxic serum of 
Beebe and Rogers should be administered. 
If the latter (hypothyroidism), thyroid sub- 
stance should be given in the form of the dry 
extract, or, what is more efficient if possible 
to obtain, a saline extract prepared from 
normal human glands for hypodermic ad- 
ministration. 
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4. Reliance should be placed upon the 
nitrogen partition of the urine as a guide to 
the severity of the toxemia, rather than on 
the blood pressure. 

5. Induction of labor is very slow and un- 
certain in these cases, and where the history 
of former labors is that of dystocia, elective 
Cesarean section is probably the safest meth- 
od of delivery for both mother and child. 
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THE TOPOGRAPHY 


OF THE 


HYPOPHYSIS CEREBRI 


By W. STANLEY GIBSON, Cuicaco 


(From the Anatomical Laboratory of Northwestern University Medical School) 


of the functions of the hypophysis and 

of the train of symptoms which result 

in cases of tumor or abnormal func- 
tioning of this gland have led surgeons to 
undertake the partial or complete removal of 
its tumors. The literature already contains 
reports of a number of successful operations, 
together with discussions of the technique 
followed in each case. 

Two methods of approach to the sella tur- 
cica have been employed, the intracranial and 
the trans-sphenoidal. The intracranial route 
is condemned by the majority of surgeons, be- 
cause of the violent handling of the brain 
which it necessitates, and a further serious 
objection is the fact that small tumors, or 
even larger ones which project downward 
towards the sphenoidal sinuses, instead of 
rising into the cranial cavity, are inaccessible 
by this method. At best, this operation must 
be restricted to a relatively small number of 
cases. The trans-sphenoidal method, as orig- 
inally practiced by Schloffer (1), consisted in 
turning the nose to the right, excising the 
turbinates, ethmoid cells, and septum, and 
breaking down the anterior wall of the sphen- 
oidal sinuses, finally gaining access to the 


Te recent advances in our knowledge 


hypophysis by removing the intervening wall 
of the hypophyseal fossa. In some cases the 
inner wall of the left orbit and the inner wall 
of the left maxillary sinus and part of the nasal 


projection of the left superior maxilla were 
also removed. Hochenegg (2), von Eiselsberg 
(3), and Cushing (4) have used various modifi- 
cations of this general method, all of them 
reaching the hypophysis by asupranasal route. 

Hirsch (5) describes an endonasal operation. 
The entire operation is completed under local 


anesthesia at a number of sittings. The 
middle turbinated bone is removed, the ante- 
rior and posterior ethmoid cells are taken 
away, by which the entire anterior wall of the 
sphenoid cavity is exposed. This wall is then 
removed, and, through the opening thus made, 
the anterior wall of the sella turcica is re- 
moved and the hypophysis exposed. He 
describes, also, an endonasal method which 
may be carried out at one sitting, in which 
case he does a submucous resection of the 
nasal septum, removes the rostrum sphe- 
noidale, anterior wall of both sphenoidal 
cavities and sphenoidal septum, by which the 
hypophyseal prominence is exposed. Kana- 
vel (6) has proposed an infranasal route 
which consists in elevating the nose, removing 
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the septum, the attachment of the perpen- 
dicular plate of the ethmoid to the sphenoid, 
entering the sphenoid cells, thus reaching the 
floor of the sella turcica. Each of the above 
mentioned surgeons has demonstrated the 
practicability of his method by one or more 
successful operations. 

The brilliant results already obtained show 
conclusively that removal of tumors of the 
hypophysis, or partial hypophysectomy in 
hyperpituitarism will become a not uncommon 
operation, and that a trans-sphenoidal route 
will be the one usually chosen. By whatever 
method the operation is performed, it is evi- 
dent that one must have not only an accurate 
anatomical knowledge of the region involved, 
but especially an acquaintance with any 
marked variations from the usual type which 
might be encountered. A review of the 
literature indicates that this feature has not 
received the attention which it deserves. A 
study of the anatomical variations of this 
region was taken up at the suggestion of Dr. 
S. W. Ranson, and has been carried on under 
his personal supervision. I am indebted also 


to Dr. Kanavel for many helpful suggestions. 
The accompanying plates contain tracings 


from 107 skulls, the drawings being secured 
by placing a plate of glass upon the median 
sagittal section of the skulls. Measurements 
were made upon the same specimens, and 
from the averages obtained a reconstruction 
was made which appears above the tracings 
(A). The 5 cm. scale shown applies to the 
tracings, but in making the reconstruction 
the average distances were doubled. This 
figure illustrates the method employed in 
taking the measurements. Thus the dis- 
tance from the nasion to the anterior superior 
margin of the sphenoidal sinus is 46 mm. 
The distance from the anterior superior boun- 
dary of the sphenoidal sinus to the anterior 
superior margin of the sella turcica is 15 mm. 
The sum of these distances represents the 
distance from the nasion to the sella turcica, 
which is 62mm. (In computing the average, 
fractions were disregarded and the nearest 
whole number used, hence the seeming dis- 
crepancy.) From the anterior nasal spine 
to the anterior inferior margin of the sphenoid 
cells is 61 mm. and from this point to the 
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nearest point of the hypophyseal fossa is 18 
mm., the total distance being 78 mm. From 
the nasion to the inion is 175 mm., the floor 
of the fossa lying 1 mm. below the line con- 
necting these points. The lowest point on 
the superior surface of the lamina cribrosa is 
3 mm. below the line joining the nasion and 
the anterior superior margin of the sella tur- 
cica. The sphenoidal sinuses are 21 mm. in 
height. Their superior margin is 7 mm. 
above the level of the bottom of the sella, 
while their inferior boundary is 13 mm. below 
the floor of the fossa. The shortest distance 
from the posterior limits of the sphenoidal 
sinus to the clivus is 7 mm. The height of 
the hypophyseal fossa (which was obtained 
by measuring the perpendicular distance to 
the bottom of the fossa from a line through 
its anterior superior margin and the nasion) 
is 6mm. Its antero-posterior diameter is 12 
mm. From the anterior nasal spine to the 
clivus is 88 mm. From the nasion to the 
posterior surface of the dorsum sell is 75 
mm. (Not shown in reconstruction.) 

In tor of the 107 skulls examined the dis- 
tance from the nasion to the hypophyseal 
fossa is between 56 and 68 mm., or in other 
words a variation of practically half an inch. 
Those which do not fall within these limits 
are Nos. 1, 33, 63, 66, 80 and 93, which 
measure respectively 55, 70, 69, 51, 54 and 69 
mm. Moreover, it will be observed that the 
skulls having the larger measurements in this 
dimension show in general other measurements 
correspondingly large. Thus the relatively 
small variation is due not only to differences 
in the relation of parts to each other, but also 
to some extent to differences in size of the 
various skulls. In like manner the distance 
from the anterior nasal spine to the sella 
turcica varies between 70 and 85 mm. in 93 
of the skulls. Seven fall without these limits 
and in 7 the spine was broken away. The 
variations in these measurements are partly 
explained by the great difference in the prom- 
inence of the nasal spine in different skulls. 

The most striking variation in size and re- 
lations is that presented by the sphenoidal 
sinuses. In Nos. 3 and 7 no sinus was found 
nor was any to be seen in No. 70 in the middle 
line, but a small sinus, as indicated in the illus- 
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tration, was found slightly to one side. In 
9 other skulls they are small, while in 22 they 
reduce the body of the sphenoid to a mere 
shell. This variation in extent is chiefly in a 
backward and downward direction, the ante- 
rior and superior boundaries being fairly con- 
stant, and the bone sufficiently thin to offer 
little resistance to entrance through their 
anterior wall. No 6 presents a marked ex- 
ception to this rule, the sinus being surrounded 
by a layer of dense bone. 

The variation in the posterior wall of the 
sinuses is of special interest. Judging by 
reports of operations upon the hypophysis, 
surgeons seem to take for granted that once 
the sphenoidal -sinuses are entered, the 
hypophysis is protected only by a thin shell 
of bone, the projection of which into the 
sphenoidal sinuses may be plainly seen. Not 
only in Nos. 3, 7 and 70, in which the sinuses 
are wholly or practically absent, but also in 
Nos. 6, 31, 50, 63, 80 and 98 a considerable 
thickness of cancellous bone would have to 
be removed before the hypophysis is reached. 
In addition to these there are 15 others in 
which the sphenoidal sinuses do not extend 
backward even beneath the anterior portion 
of the floor of the sella, and on this account 
its exact location would be very difficult to 
determine.!. Von Eiselsberg (3) says, ‘‘The 
sphenoid sinus was opened, whereupon in the 
depth the prominence of the hypophysis 
became visible.”” Cushing (4) mentions the 
“characteristic median projection of the sella 
turcica into these (sphenoidal) sinuses.” 
The cases cited above show that this land- 
mark does not exist in quite a large percent- 
age of the skulls. On the other hand, the 
backward extent of the sinuses may be such 
that a mere shell of bone lies between them 
and the cranial cavity. In 37 of the skulls 
the distance is 2 mm. or less and in almost 
all of this number the bone is so thin as to be 
translucent when held up to the light. 

Irregularities in the sphenoidal septum 
must be kept in mind. Seldom does it occupy 
the median line, but usually extends in an 


_1 It is not to be inferred that the true extent of the sphenoidal sinuses 
is in every case indicated by a drawing from a median sagittal section. 
Their extent is often greater on one side than in the middle line. But 

idly to the median line in operative work 
ring structures it is this relation which 


since the surgeon must adhere rigidly 
in order to avoid danger to pat be. om 
is of most value to him. 
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oblique direction, dividing the sinuses un- 


equally. In Nos. 51 and 66 it was well-nigh 
transverse, and should this septum be mis- 
taken for either the floor or roof of the sphen- 
oidal sinus, the surgeon would be in danger 
of passing above or beneath the point at which 
he should enter the sella turcica. 

Another difficulty which may be encounter- 
ed is an unusual downward curvature of the 
lamina cribrosa, so that in entering by a su- 
pranasal route, the operator might pass 
completely beneath the sella turcica. Nos. 
4, 8, 56 and 58 illustrate this condition. He 
may also be in danger of passing beneath it 
in those cases in which the fossa is unusually 
shallow, and has a rapid backward slope in- 
stead of projecting markedly downward. See 
Nos. 5, 43, 60 and 69. Even were the exact 
location determined, a supranasal operation 
would be difficult because of the mechanical 
disadvantage at which the surgeon must work. 
It should be noted, however, that tumors of 
the hypophysis usually cause downward en- 
largement of the sella turcica, and in some 
cases even erode the bony wall, so that such a 
pathological condition would oftentimes offer 
a better operative field than normal cases. 

Still another important variation is that 
found in the superior surface of the sphenoid 
bone just anterior to the hypophyseal fossa. 
Usually the bony surface behind the sulcus 
chiasmatis continues in a backward direction 
until the anterior superior margin of the sella 
turcica is reached. In a few instances, how- 
ever, it is found to extend well-nigh vertically 
downward, in which case it might easily be 
mistaken for the upper part of the anterior 
wall of the sella. In such a case the optic 
chiasm would be especially endangered. No. 
7 is an especially good illustration. See also 
Nos. 1, 21, 52, 92 and 96. 


SUMMARY 


The following averages were obtained from 
measurements upon 107 skulls: 


INasion to sella Gurcica..... ..< 6:5. o:sesees ss 62 mm. 
Nasion to posterior surface of dorsum sellz.. 75 mm. 
Anterior nasal spine to sella turcica....... 78 mm. 
Anterior nasal spine to clivus............. 88 mm. 


With a very few exceptions, variations from 
the averages given above do not exceed one 























centimeter. Hence the measurements are 
sufficiently constant to be of practical value. 

The important variations in the region of 
the sella turcica with frequency of occurrence 
are as follows: 


Complete or practical absence of sphenoidal 


SUMMERS occ shysicsoaisia vi Rio sera «6 geo ee 3% 
Small sphenoidal sinuses................... 9% 
Thick anterior wall of sella turcica.......... 9% 
No projection of sinuses beneath sella....... 

RRR rice Fo role reat oe a ee NE neta cata 22% 


In any one of the above variations the fact 
that the sella turcica does not bulge into the 
sphenoidal sinuses would make it extremely 
difficult for the surgeon to determine its 
exact position. 


Thin posterior wall of sphenoidal sinuses..... 35% 
With only the merest shell of bone protect- 

ing the pons, its liability to injury is easily 

seen. 

Transverse sphenoidal septum.............. 2% 
Should this septum be mistaken for the floor 
or roof of the sphenoidal sinuses, the true 
position of the sella would be obscured. 
Downward curvature of cribriform plate... 
DMaHOW SCUA CUTCICR 04. -55.0ceesesssseees 8% 
The presence of either of the above condi- 
tions might cause the surgeon to pass com- 

pletely beneath the sella. 
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Downward direction of superior surface of 
sphenoid between optic groove and anterior 
superior margin of sella turcica, in which 
optic chiasm would be endangered........ 


o7 
6% 


Thirty-four skulls do not present any of the 
variations cited above, hence offering favor- 
able conditions for approach to the hypophy- 
sis. 
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DEPARTMENT OF TECHNIQUE 


THE USEFULNESS OF AN EXTENSION APPARATUS IN THE TREAT- 
MENT OF FACTURES OF THE LOWER EXTREMITY 


By WILLIAM HESSERT, M. D., Cxicaco 


RACTURES of the lower extremity offer 
BR greater difficulties in their treatment, both 
nonoperative and operative, than frac- 
tures of the upper. These difficulties arise largely 
from the displacements and deformities caused 
by powerful muscular contractions. It is need- 
less to add that the longer the deformity or over- 
riding is allowed to persist, the greater will be 
the resistance which the shortened, contracted 
muscles offer to reduction. The union of a 
fracture of the lower extremity with overriding 
or angulation is likely to be more serious, from a 
functional standpoint, than in the case of the arm, 
on account of the weight-bearing function of the 
former. Therefore, in fractures of the lower 
limb, all our efforts must be directed towards 
securing the most perfect cosmetic and functional 
result. We have all, at one time or another, wit- 
nessed the inefficiency of manual traction as 
supplied by the assistants. With each day after 
the injury, the powerful muscles contract more 
and more, so that it is not uncommon to find that 
after the first week or two, no amount of manual 
traction can overcome the shortening. For 
example, in old fractures with overlapping and 
nonunion, it is useless to expect to overcome the 
shortening without some mechanical aid. The 
same is true in old cases where there has been 
vicious union with shortening, and where an 
operation was done for correction. Owing to 
the inability to overcome the overriding by the 
usual means, the surgeon has had to resort to 
resection. 

Furthermore, in the lower limb a fracture may 
readily suffer redisplacement during the applica- 
tion of the permanent dressing. It must be 
admitted, from the foregoing, that there is a field 
of usefulness for an apparatus by means of which 
any amount of traction can safely be applied to 
the lower extremity, in which the limb during 
traction can be placed in any position, in which 
the plaster of Paris cast can be applied to the 
limb without decreasing the pull or moving the 
fragments in the slightest; finally, an apparatus 


in which the patient can be operated, and in 
which, on exposure of the fracture, the necessary 
amount of traction or rotation can be secured 
under the guidance of the eye, and with the 
elimination of all handling of the wound. 

An experience of nearly two years with the 
so-called Mueller-Lemon traction apparatus has 
proven to me over and over again the great use- 
fulness of this machine, and I consider it indis- 
pensable in the treatment of fractures of the lower 
extremity. 

The apparatus (Fig. 1) consists of a body or 
framework base which can be securely attached 
to the operating table by means of powerful 
screws (Fig. 1, a). A substantial kitchen table 
answers the purpose very well. On this frame 
is placed the backrest (Fig. 1, b), running in a 
groove, so that the machine will fit children as 
well as adults. An upright post (Fig. 1, c), also 
adjustable, is provided with an oval rest for the 
support of the pelvis, the perineum resting 
against the post for counter-extension. Two 
metal bars (Fig. 1, d) are joined to the frame 
separately at e and f in such a manner that each 
can describe the arc of a circle, in both a hori- 
zontal and vertical plane, independently of the 
other. The bars can be set firmly in any desira- 
ble position. With the patient in the apparatus 
(Fig. 2), the center of motion of each bar corre- 
sponds with the hip-joint. Thus the bar always 
-emains parallel with the long axis of the limb, no 
matter in what position the latter might be placed. 
The foot-holders (Fig. 1, g) are placed on up- 
rights, and traction on the limb is made by turn- 
ing the screw (Fig. 1, h). The foot-holders re- 
volve in such a way that the foot can be held in 
any position of inversion or -eversion. Two 
slender rods, joined to the ends of the bars, lend 
further support (Fig. 1, h). There are also two 
supporters for the knees (Fig. 1, i). The pelvic 
support and a post against which the perineum 
rests are to be well padded. and the feet must be 
securely bandaged to the foot-holders. 

When the patient is securely held in the appa- 
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ratus, the lower extremity can be placed and held 
in any degree of flexion, extension, adduction or 
abduction, and by slowly turning the screws 
(Fig. 2) an enormous amount of traction can be 


developed. An anesthetic is usually necessary, 
and can be administered either before or after 
placing the patient in the machine. Another 
favorable feature is that the patient, when in 
position in the apparatus, is in a most favorable 
and accessible position for the performance of 
an open operation, except it beon the ankle or foot. 

I have found the apparatus a great aid in such 
cases as the following: 

1. Fractures through the neck or tuberosities 
of the femur. A Buck’s extension is placed on 
the leg, the patient etherized, and put in the 
apparatus. Thus, in fractures of the neck of the 
femur, the eversion of the limb is corrected, exten- 
sion is applied, enough to correct the shortening, 
and then the limb can be placed in Whitman’s 
position of abduction. While thus held, a body 
cast is applied and allowed to harden before 
releasing the pull. After being placed in bed, 
extension in abduction is maintained by means of 
the Buck’s extension. In a similar manner the 
limb can be placed in any other position to suit 
the indications of other fractures in this region. 

In nailing operations for fracture of the femur 
neck, the apparatus will be found of inestimable 
value. After placing the limb in the proper posi- 
tion, the nails can be driven with great accuracy, 
and the cast insures against any redisplacement. 














2. Fracture of the femur at the junction of the 
upper and middle thirds. In this class of difficult 
cases, good results have indeed been obtained 
by the use of some form of double inclined plane. 
The apparatus, however, will give better results 
more uniformly. Powerful traction with the limb 
somewhat flexed and abducted will usually bring 
about reduction in fresh cases. It must not be 
neglected to apply Buck’s extension with heavy 
weights, for otherwise the deformity will recur 
in the cast. Old cases of this type, with deformity 
and possibly nonunion, are notoriously difficult 
to handle, and especially so without the aid ot 
some powerful traction apparatus. Operation 
on these cases is thereby simplified and it is possi 
ble to overcome the deformity and apply a Lane 
plate. 

3. Fractures of the shaft. Spiral fractures lend 
themselves admirably to treatment in the appa- 
ratus, unless there exists some impediment to 
reduction, as interposed muscle or loose fragment. 
The cast is put on under extension, which is 
maintained with Buck’s apparatus afterwards. 
Transverse fractures often present serious diffi- 
culty, and cannot be reduced by the ordinary 
means. The reason for this may be ascribed to 
the deep serrations which the broken ends present. 
In order to secure an end-to-end approximation, 
it is necessary to overextend the limb so that the 
sharp points will engage, and then without visual 
aid it is the purest chance if the serrations have 
been properly dovetailed in their original posi- 
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tion. Where there is failure to reduce these cases 
by the ordinary means, which is very likely to 
be the case, operation is indicated. At operation 
under extension, the fragments can easily be 
manipulated into proper position. After reduc- 
tion, the harder the muscles pull, the more firmly 
will the fragments be held in position. For this 
reason, in these cases, it is not always necessary 
to apply a Lane plate, for the body cast can be 
applied without disturbing the fracture in the 
slightest degree, and there will be no redisplace- 
ment. 

4. Supracondyler fractures. In this type, as 
well as in those at the junction of the upper and 
middle thirds, a double inclined plane has an- 
swered the requirements fairly well, namely, to 
supply extension with the knee flexed, to over- 
come the backward tilting of the lower smaller 
fragment. The apparatus is extremely useful 
in difficult cases that will not stay reduced or in 
cases that require operation. It lends itself par 
excellence to the operation of old cases with 
deformity. These are very difficult cases to 
reduce, but, under strong traction, the fragments 
can be pried into place and plated. 

5. Fractures of the shaft of the tibia and fibula. 
In the treatment of these fractures I observe the 
following routine: 

(a) Reduce the fracture early, and as well as 


possible, and hold the limb in a temporary splint. 
An X-ray is taken in two directions. Within the 
first week, when the swelling has subsided, at- 
tempt further manual reduction and apply a 
plaster cast. Another X-ray is taken through the 
cast. If the reduction is satisfactory, then the 
cast is not molested; if the position is bad, the 
cast is removed. 

(b) The patient is etherized, placed in the 
apparatus, and the necessary maneuvers are 
employed to accomplish reduction. When this 
has been done, the leg is again encased in a plaster 
mold and another X-ray picture taken. If 
reduction is not yet satisfactory, then there exists 
the indication to operate. 

(c) Open operation is performed with the 
patient in the apparatus, by means of which the 
technique is enormously facilitated. Reduction is 
then comparatively easy, and the Lane plate 
operation is much simplified. A cast is applied 
and a window cut in same for access to the wound. 
Another X-ray picture will show the final result. 

In recent fractures of the tibia, the apparatus 
is not an absolute necessity. However, in old 
fractures with much displacement and mus- 
cular contraction, which come for operation on 
account of deformity or nonunion, the apparatus 
simplifies what would otherwise be a most diffi- 
cult and arduous task. 
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SURGICAL NEEDLES; PLEURAL ASPIRATOR; RIB CUTTING FORCEPS 
By J. G. R. MANWARING, M.D., Firnt, MICHIGAN 


A NEW SURGICAL NEEDLE 

NE who does surgery evolves habits and 

( ) methods which for him advance the 

character of his work, and, just as he 

has freely borrowed from the common store of 

surgical knowledge, so should he as freely return 

to it whatever of value he may have found, 

hence no apology is needed, as is so often given, 

for reporting surgical procedures and_ instru- 
ments. 

The smoothness of many operations is marred 
by the awkwardness of the sewing, and it would 
seem that a little more care given to this portion 
of the work would insure easier and quicker 
results. Many surgeons use a needle-holder for 
practically all of their sewing, and this works 
well when they are skilled in the use of such an 
instrument, but, for most of us, it adds to the 
technical difficulties. Some surgeons use a 
holder but seldom, and with much maneuvering 
sew even in deep recesses with the fingers only, 
aided occasionally by an unsatisfactory hamo- 
stat. While by either method skill and ease are 
often attained, still for the most of us, doing but 
a moderate amount of surgery, this is not so. 

One sees, too, an operator using needles de- 
signed for other purposes in the skin, and at times 
an operator seems to care little what needle is 
handed him, but uses first one kind and then 
another, when a little more thought would make 
matters easier. 

We can say, for the present purpose, that 
surgical needles are of three types, as follows: 

1. Hand needles (not handled), long, straight 
or curved, with a large cutting point often for 
skin perforation. These are made for use with 


the fingers and in accessible places, like the 
abdominal wall, and other surface wounds. 


They are not intended for use with a needle- 
holder and should not be so used, as quicker 
sewing can be done without this instrument in 
these locations. The point of a skin needle should 
be a sharp one to make it readily and speedily 
used. 

2. The second type is a shorter, more abruptly- 
curved needle, heavy, comparatively, in the 
shank, though not so large as a hand needle, and 
may have almost any kind of a point or an eye. 
It is designed for use with a holder in inaccessible 
places, as in the pelvis from below or above, in 
the abdominal cavity generally, and in the deep 


portions of wounds. It is too short to handle 
with the fingers, and yet one often sees sewing 
clumsily done with such a needle without a 
holder. 

3. The third group comprises those needles 
especially designed for limited use; they are of 
great variety and are used in many ways, as in 
intestinal sewing, blood-vessel work, eye surgery, 
repair of kidney or liver wounds, ete. 

The point I would make is that needles should 
be selected carefully to fulfill the requirements 
deemed necessary, and, bearing their differences 
in style and method of using in mind, only needles 
should be used for such work or in such manner 
as the design intends, to the end that greater 
facility can be acquired in sewing. This really 
means that one should adopt a definite system 
of suturing, and follow it. Most men of large 
experience do this usually from habit, yet even 
among them one can observe awkward sewing 
from lack of system. 

In using needle-holders some of the difficulty 
is often due to the instruments. A multitude 
of needle-holders and a multiplicity of needles 
bespeaks the difficulty, which all have felt, of 
holding a round, curved needle from turning 
over, or those with a flattened shank from sliding 
or slipping edgewise. To prevent this, holders of 
considerable weight and crushing force are used 
often, and these must have catches and releases 
to make this force available; the mere hand 
pressure will not do. In an endeavor to do away 
with some of this trouble, I have had made a 
special form of shaft for those needles handled 
by forceps, which is very easily held. Any needle 
of the second type above can be made with 
corrugations lengthwise, and while it is round, a 
light pressure will cause it to remain firmly 
fixed in any needle-holder and in any position. 
An ordinary short-jawed hamostatic forceps, or 
any other with serrated jaws, can readily be used 
to hold such a needle if necessary. It is as easily 
passed through the tissues as is any other kind, 
and, so far as I know, has no disadvantages. 
Any curve, eye, or point may be used. The 
illustration here given shows such a needle, and 
the cross-section shows its form. The needles | 
use are drawn from wire with 12 serrations and 
size 17 English standard. The ease with which 
such a needle is held needs to be experienced to 
be appreciated. 
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ASPIRATOR FOR PLEURAL EFFUSIONS 

A rubber tube, with a needle or cannula, has 
often been used in aspirating fluids from the 
thorax, but with the trocar and cannula this 
has been unsatisfactory, because of the liability 
of the cavity to become filled with air while the 
trocar is removed and the connections are being 
made. This would only occur when there was 
not a great deal of fluid to remove, but is annoy- 
ing when it does happen. A needle and tube as 
an aspirator is not satisfactory, as the needle is 
apt to injure the lung from the respiratory move- 
ments. The suction pump aspirators are un- 
handy, hard to keep in working order, the leather 
suckers and washers being ruined if boiled, and 


are more apt to do injury because one has no way 
of knowing the pressure they exert. For a number 
of years I have used an apparatus for this purpose 


which obviates these difficulties. A rubber 
tube 30 to 4o inches long (a, Fig. 2) and of 
suitable size has another and larger piece of 
tubing about two inches long (b) slipped snugly 
over one end of it. This must slide easily, which 
it will do if soaped when assembled. The end 
of the long tube is then pushed over the delivery 
end of the cannula and the trocar is inserted into 
this cannula after piercing the tubing close to 
the base as inc. The tube is filled with water 
and a clamp put on the distal end to retain it. 
When boiled the apparatus is ready for use. 
The trocar and cannula are entered as usual 
into the chest, the former withdrawn, and 
the short piece of tubing is slid upward to cover 
the hole left by the trocar in the long tube, thus 
sealing it. The clamp is removed at the bottom 
and the flow begins. The amount of pull is 
exactly measured by the height of the perpendic- 
ular tube and is as accurate as any manometer. 
It is often unnecessary to use the clamp at the 
bottom, as the fluid in the chest is sufficient in 
amount to cause a positive pressure, and it will 
run, at least at first. The illustration shows this 
well. 











Fig. 2. 


FORCEPS FOR RIB RESECTION 


Rib resections for the efficient drainage of 
empyemata we like to do rapidly, for obvious 
reasons. The ordinary rib shears of the Gluck 
pattern are not so easily used as might be wished. 
The two instruments here pictured are used for 
this purpose with much satisfaction. The cutting 
forceps are modified from Charrier’s by shorten- 
ing the blades a little and notching one or both 
so that the jaws will not slip off the rib while 
cutting. They cut easily because of the long 
leverage, and no part of the jaws need be in- 
troduced under the rib, saving some annoyance 
and time this way. The elevator or rib-separator 
is as shown, the blade being almost as thin as a 
knife-blade, which makes it easy of introduction 
under and around the rib, in marked contrast 
to the thick jaw of the usual rib-shears, which are 
necessarily made so as to withstand the cutting 
strain. In introducing the Gluck shears the 
handle and upper blade are in the way while 
the lower is being placed in position. 

The operation with these instruments is done 
as follows: Incise everything to the rib, pass the 
thin tip of the separator into the groove in the 
lower edge of it, thus pushing away the vessels 
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ad then passing it under the rib, bring it out 
the top. Sliding it each way along the rib 
parates the soft structures. It is also of use as 
retractor, holding the soft tissues away from 
e bone and exposing the area well. Slide the 
s-parator to one end of the incision and cut 
tie exposed rib over it, holding the forceps in the 
sition shown in Fig. 4, then slide it to the 
her end of the exposure and cut here also, 
lifting out the excised section with the separator. 
No portion of the periosteum is intentionally 
saved, aside from that in the groove under the 
rib carrying the vessels. If drainage material 


SECURING 


CATGUT ON A NEEDLE 


Fig. 4. 


is ready and sutures for each side of the tube, 
there need be but little time spent in all, not 
more than from two to five minutes. Rarely 
will the bleeding be such that the two sutures 
each side of the drain do not control it. 

Of course, in a more formal rib resection where 
it is advisable to preserve the periosteum and 
soft structures more carefully, more time must 
be taken, but the rib cutters here shown can be 
used with advantage in such cases also. 

For the excellent drawings showing the instru- 
ments here mentioned I am indebted to Dr. 
M. W. Clift of this city. 





A METHOD OF SECURING 


By §. &. Jett, 2. :D., 


rYNHERE is nothing more exasperating in 
surgery than to have the needle become 


unthreaded. It is, in a measure, avoided 
by having quite a length of catgut through the 
needle, but this-is far from ideal. When sewing 
tender tissue it is impossible to do good work by 
drawing two long pieces of catgut through. In 
deep work it is very difficult to sew with a long 
retaining end of catgut, and to lose a needle in 
the abdomen is always most unfortunate. Sur- 
geons have tried to obviate this difficulty in 
many ways. Some of the more successful of 
these are, the use of a wedge-shaped or patent 
eye in the needle, threading the short end of the 
gut twice through the eye of the needle, and 
threading a loop of gut through the eye and then 
the short end through the loop. The latter is 
little better than a knot. A number of good 
surgeons have given up the problem, and sew with 
fine catgut double. 


CATGUT ON 


TERRE HAUvTE, 


A NEEDLE 


INDIANA 


In looking for a way to remedy this I have 
found two methods of securing my gut on a 
needle that have been quite useful. These, 
perhaps, have been used before, but I have been 
unable to find them described in print. It makes 
little difference, however, who is the first to use 
a method while it is important that it be given 
publicity. 

The first of these methods (Fig. 1) is to thread 
the needle down the catgut for about four inches. 
The gut is then untwisted, about one inch from 
the end which is through the needle, and kept 
untwisted by giving it a sharp bend at the 
untwisted point. (In case the catgut is small, 
or cannot be untwisted, it is well to flatten it with 
a smooth-jawed forcep.) The point of the needle 
is then passed through the gut at the untwisted 
point, dividing it in two equal parts. (1) The 
long end of the gut is then pulled (x) bringing, 
down the catgut where divided over the needle 
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to the eye of the same. 


(2) Then a sharp jerk on 
the short end of the gut (y) brings it over the end 
of the needle, and the tie is complete (3). 

In case a large, sharp cutting needle is used, it 
may be necessary to modify this by making a hole 
in the catgut with a round needle, and then push 
the eye end of the needle to be used through this 


hole in the catgut. Thread:the needle with the 
long end of the catgut and complete as before. 
The result of this tie is the same as if a hole had 
been made through the gut about one inch from 
the end and the long end of the gut threaded 
through this hole, the needle being in the loop 
thus formed. The advantage in making this tie 
in the manner described is that it is all done with 
the needle to be used, and in it not being necessary 
to pull the long end through the divided catgut. 
To use this method the gut must be of good 
quality, and if it is, it will stand all reasonable 
strain. The method will be appreciated in deep 
sewing with a holder. Also, I have found that 











the saving of catgut is considerable, and the 
lengths may be cut shorter. The tear in the 
tissue is no larger than if the gut were threaded 
directly through the needle, and, lastly, I have 
found that the ordinary nurse can do this very 
skilfully after a little practice. If this method 
is used, all catgut which comes to the surgeon 
should be thus secured, for it will be found very 
confusing to have one come secured and one loose. 

The second method (Fig. 2) is to loop the long 
end of the gut over the short end, the last being 
through the needle (1). Have the assistant hold 
the short end while the surgeon holds the needle 
and brings the loop down tight against the end of 
the needle (2). 

This has a limited use, but is of value when the 
catgut runs short while sewing in the ordinary 
manner. In this case it may be done by the 
surgeon in little more than no time. It will 
also answer if the gut is stiff, or the quality will 
not stand the other method. 
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PUBIOTOMY 


REPORT OF TEN CASES AND A REVIEW OF ITs HISTORY IN AMERICA 


By SIDNEY D. JACOBSON, M. D., M. R. C. S. (Enc.), L. R. C. P. (Lon.), NEw York City 


is the method of delivering a woman by 

dividing her pubic bone with a saw. It 
difers essentially from symphysiotomy, in which 
the ligaments which hold the pubic bones to- 
gcther are cut with a knife. The operation of 
pubiotomy was first proposed by Gigli, in 1894, 
aid its first successful performance is credited to 
Bonardi, of Lugano, in 1897. Gigli himself did 
not perform this operation till eight years later, 
in 1902. The necessity for some such procedure 
must have been felt long ago, for in 1821 Cham- 
pion suggested the performance of “lateral 
pelviotomy.”” Bipubiotomy was done by Pitois, 
in 1831, and an ischiopubiotomy by Farabeuf in 
1592. The first operation of this kind was done 
in America (meaning the United States) by Dr. 
Montgomery, in Quincy, Illinois. The occasion 
\as a persistent face presentation, with the chin 
posteriorly. Attempted symphysiotomy having 
failed, the doctor used a metacarpal saw and 


yp UBIOTOMY, also known as hebosteotomy, 


accidentally divided the pubic bone to one side 
oi the joint. 

The table which is hereto appended contains 
all the cases of pubiotomy in this country, pub- 
lished in the literature up to January, 1912, which 














Fig. 1. Incision showing pubic bone at the bottom. 


the writer has been able to find. It also contains 
several cases as yet unpublished, the particulars 
of which were obtained from the operator. A 
brief glance at this table shows: Total number 
of cases 53, performed by 19 different operators, 
located in 7 different states, namely: New York, 
23 cases, by 10 operators; Jacobson 10, Rongy 3, 
Marx 2, Seeligman 2, and Jewett, Schmitt, 
Vorhees, Lobenstine, Pomeroy, and Humpstone, 
1 each. Baltimore, 24 cases; Williams 12, 
Storrs 5, Ainly 4, Goldsborough 3. Washington, 
by Fry, 2 cases. Chicago, by Doederlein, 1. 
Philadelphia, by Norris, 1. Bowling Green, 
Kentucky, by Slemons, 1. Quincy, Illinois, by 
Montgomery, 1. 

There were 39 primary, or elective, and 14 
secondary pubiotomies, meaning by that, cases in 
which delivery by forceps, or otherwise, had been 
attempted previous to the operation. In some 
of the latter the life of the child had been seriously 
jeopardized by the previous treatment, and some 
of the mothers were infected, not to say septic. 
Of the 39 primary operations, all the mothers, or 
100 per cent, remained alive, while 36 babies, or 
over go per cent, remained alive. By the 14 
secondary pubiotomies, 11 mothers, or 78.5 per 
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Fig. 2. Showing Gigli saw in position behind the bone. 
The hands are held aside so as not to obscure the picture. 
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Fig. 3. The bone having been sawn through, the 
wound is being packed with gauze to stop all bleeding. 


cent, were saved, while 6 babies, or about 43.75 
per cent, were delivered alive. These figures are 
an eloquent plea for the performance of pubiot- 
omy in cases of moderately contracted pelvis. 
Without it, and under any other form of treat- 


ment in these secondary cases, practically all the 
children, and most of the mothers, would prob- 
ably have been lost. 

















Fig. 5. The bow knots of the sutures have been untied, 
but the latter not removed. The packing has been taken 
out and the sutures tied with surgical! knots closing the 
wound. 
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Fig. 4. The lips of the wound are approximated with 
silkworm-gut sutures and these are tied with bow knots. 
The packing remains in the wound until the first dressing. 


Regarding the method of operating, the sub- 
cutaneous one, known as the Doederlein method, 
was followed almost exclusively. Only 12 cases 
were operated by the open method, and of these 
the writer of this paper did 9. Briefly, the ma- 
jority of pubiotomies were done as _ follows: 
After the usual preparation of the patient, the 
operative field, and after general anesthesia, the 
patient was placed in the lithotomy position. 
A small incision, parallel with and at the upper 
edge of the pubic bone, was deepened by blunt 
dissection until the index finger could be passed a 
little way behind the pubic bone. A large curved 
pubiotomy needle, with an eye near its point, was 
passed behind the pubic bone, closely hugging its 
posterior surface, and the point made to impinge 
on the skin just below the lower edge of the pubic 
bone and a little to the outer side of the labium 
majus. The skin was here incised, the point of 
the needle pushed out and its eye threaded with 
strong catgut. The Gigli saw was now attached 
by a catgut thread to the needle, and the latter 
withdrawn, thus pulling the saw up behind the 
bone. The needle having been detached from 
the saw and the handles attached to the latter, by 
an up and down motion of the saw, the bone was 
sawn through from behind forwards. A snap 
could usually be felt or heard as the bone was 
divided and a stream of blood followed out of 
both incisions. This could usually be stopped 
after a time by pressure with large pads or pack- 
ing the incisions, but if the vagina was torn 
through to the bone, hemorrhage would con- 
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tinue from the vulva. The forceps now applied 
to the child’s head, delivery was completed very 
soon. The further conduct of the case was 
similar to that in cases of instrumental delivery. 

At first somewhat complicated dressings and 
apparatus were devised and used under the mis- 
taken impression that union of the divided bone 
is necessary. Further experience has shown that 
bony union does not, as a rule, take place, nor 
is it in fact desirable. Now most operators re- 
pair any injury to soft parts and do not trouble 
themselves or the patients with special retentive 
apparatus. If there hasbeen no infection the pa- 
tient ought to be up in three weeks, or less, and 
home a few days later. 

Early in his experience with this operation, the 
writer became impressed with two serious draw- 
backs in this so-called subcutaneous method of 
operating. One is that after the bone section 
merely a thin bridge of skin and fat lie between 
the operator and the divided tissue. This bridge 
is of no value to the patient and is harmful, be- 
cause it prevents the surgeon from using sci- 
entific methods to stop the hemorrhage, which is 
sometimes serious. Another drawback is that 
under this bridge of skin, a hematoma often 
forms, which may become infected and cause 
tedious suppuration and sepsis. The writer, 


therefore, uses the open method, dissecting down 


to the bone before dividing it. Thus all hemor- 
rhage is easily controlled. Another modification 
is that the writer operates the patient on her back 
with her legs extended. Her legs not being bent 
over her abdomen, her intra-abdominal pressure is 
not raised, therefore the baby’s head is not 
forcibly jammed down into her pelvis the moment 
the bone section is completed and the ends of the 
divided bone are not violently pried apart, thus 
avoiding extensive vaginal lacerations. The 
technique, as practiced by the writer, is quite 
simple and ought to be within the compass of the 
attainments of any man claiming recognition as 
an obstetric surgeon. Briefly it is as follows: 
The patient’s pubic region is submitted to a dry 
shave and her vulva and the adjacent parts are 
painted twice with a good tincture of iodine. If 
she has a purulent vaginal discharge the interior 
of the vagina is also daubed with iodine. After 
being anesthetized she is placed on the operating 
table upon her back, with the legs extended and 
somewhat separated. The operator stands at her 
left. He finds the left pubic spine by palpation 
and makes an incision, about four inches long, 
just median to the spine and almost parallel with 
the left labium majus. The incision is longer if 
the patient is very fat. The incision is deepened 
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until the pubic bone comes into view (Fig. 1). 
Meanwhile, a few small vessels will have to be 
clamped. The saw carrier, or pubiotomy needle, 
is passed around the back of the bone, from above 
downwards, keeping close to its posterior surface, 
till the lower edge of the pubic bone is reached. 
The carrier is passed just median to the pubic 
spine. When the point of the carrier has emerged 
into the wound under the lower edge of the bone, 
the saw is attached to its eye by stout thread, and 
the carrier being withdrawn pulls the saw up 
behind the bone withit. The saw being detached 
from the carrier and the latter removed, the 
handles are attached to the saw and by the aid of 
sight the bone is sawn through, from behind for- 
wards (Fig. 2). 

As the bone section is completed, the saw slips 
out of the wound and is discarded, and now a 
sterile gauze strip is firmly packed behind the cut 
ends of the bone, between its cut surfaces, and in 
front of it, till the wound is full. - This invariably 
stops the bleeding (Fig. 3). The lips of the 
wound are now brought together with from four 
to six silkworm or Pagenstecher sutures and tem- 
porarily tied with bow knots. This ties the pack- 
ing into the wound (Fig. 4). The patient is now 
slowly brought into the lithotomy position, the 
operator being careful not to evert her toes much, 
as this eversion separates the bone ends and tears 
the soft parts. The forceps are applied to the 
child’s head (or traction on the child’s breech 
made if that is the presenting part), and the baby 
delivered. The cord is clamped and cut. The 
placenta is delivered manually, and the uterus 
and vagina packed with sterile gauze. This is 
done to prevent the possibility of a postpartum 
hemorrhage, because with a newly divided pelvis, 
treatment for it would be rather awkward. A 
little roll of sterile gauze is placed over the line of 
incision and a three-inch wide strip of adhesive 
plaster placed over that to keep out discharges. 
The urine is drawn by catheter, and if without 
admixture of blood, this proves that the bladder 
is uninjured. The anesthetic is stopped and the 
patient let down and put to bed. 

About twelve hours after the operation the first 
dressing is applied. The bow-knots of the su- 
tures are untied, but left in place, the packing is 
removed and the sutures tied, bringing the lips 
of the wound into apposition. A small rubber 
tissue drain is left in the lower angle of the in- 
cision (Fig. 5). A small pad of sterile gauze is 
placed over the line of suture and a strip of plaster, 
three inches wide, over that, to cover the dressing 
and keep it dry. The uterine and vaginal pack- 
ing is removed and the vulva dressing is changed 





216 


daily. The stitches are removed on the sixth 
day. The patient is catheterized every five hours 
for the first week, is permitted to change her 
position at will, from the start, and the after 
treatment is the same, in other respects, as after 
an instrumental delivery. She can usually leave 
her bed in two and a half or three weeks, and go 
home a few days later. 

The following is a brief résumé of the writer’s 
ten cases, and where some data are omitted, this 
is due to incomplete records kept at the respective 
hospitals. 


CasE1. Sydenham Hospital, No. 3320. In the service 
of Professor Hermann Boldt. J. W., aged 42, admitted 
September 16,1907. No previous children. Had been in 
labor about two days. Diagnosis, contracted pelvis. 
Child living and head movable above pelvic brim. Pubiot- 
omy by Doederlein’s method. Got up on sixteenth day 
following operation. Left hospital with her nursing baby 
on the eighteenth day after operation. Exhibited mother 
and child about three months later at obstetric section of 
Academy of Medicine, patient walking well and apparently 
in good condition. 

CasE 2. Sydenham Hospital, No. 4707. S. W., aged 
24. Admitted August 12, 1908. Rhachitic dwarf. Had 
one labor previously; the child was stillborn. Exostosis 
on sacral promontory. Measurements: interspinous, 26 
cm.; intercristal, 27 cm.; intertrochanteric, 40 cm.; diag. 
conj., 9 cm.; estimated true conjugate, 7 cm.; child present- 
ing by the breech. Foetal heart sounds feeble and rapid. 
In the interest of the child open pubiotomy. Manual 
dilatation of the cervix was difficult, as it was impossible 
to dilate fully, and offered considerable obstacle to delivery 
of after-coming head. Child stillborn. Autopsy on child 
refused by parents. Patient made smooth recovery and 
was discharged September 1, 1908. 

CasE 3. Jewish Maternity Hospital, No. 100. B.C., 
aged 27, 1V-para. Previous labors difficult; instrumental 
deliveries, with three children dead. When 12 years of 
age, inflammatory rheumatism. Five years ago inmate of 
hospital for diseases of the chest, London. Admitted June 
5, 1909. Almost at term. On account of uncompensated 
mitral stenosis, kept in bed and given heart tonics, etc. 
Pelvic measurements: interspinous, 25 cm.; intercristal, 
26% cm.; intertrochanteric, 29 cm.; external conj., 19 cm.; 
diagonal conj., 934 cm.; estimated true conj., 844 cm. As 
heart condition did not improve very markedly, labor was 
induced June 16, 1909. Child living, head presenting. 
June 17th patient cyanosed, pulse irregular and inter- 
mittent, about 130 per minute, respiration rapid. Pubiot- 
omy by open method, partly under local anesthesia, partly 
under ether. Smooth recovery. Discharged with child 
July 6, 1909. Re-admitted to same hospital May 209, 
1911; had a very short spontaneous labor. Hospital, No. 
1994, baby weighing 6 pounds, 12 ounces, and giving the 
following measurements: biparietal, 10 cm.; sub-occipito- 
bregmatic, 10 cm.; occipitomental, 15 cm.; occipitofrontal, 
12% cm.; bisacromial, 12 cm. Discharged with baby, 
June 9, 1911. 

CASE. 4. Jewish Maternity Hospital, No. 326. G. T., 
admitted November 2, 1909. Aged 21. II-para; first 
baby instrumental delivery; child dead. Diagnosis, con- 
tracted pelvis, due to exostosis below promontory. Pelvic 
measurements externally about normal: interspinous, 22 
cm.; intercristal, 25 cm.; external conj.,20 cm. Delivery 
spontaneously seemed impossible. Pubiotomy by open 
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method. Smooth recovery. Discharged with child 
(weighing at birth 7 pounds 4 ounces), Dec. 11, 1909. 

Case 5. Sydenham Hospital, No. 7913. A. R., aged 
20, admitted February 3, 1910. An exceptionally large 
primipara who had been in labor about 36 hours. Exami- 
nation revealed a normally sized pelvis, but the child pre- 
sented as a mentoposterior impacted face. Attempts at 
correcting the malposition had been made, without suc- 
cess. Child living. The only two methods that could be 
considered here were craniotomy on the living child and 
pubiotomy. The open operation was performed. The 
urine drawn by catheter came away clear and without 
blood. Nevertheless, the next day urine began to dribble, 
and a vesicovaginal fistula was discovered. Also extensive 
sloughing of the vagina. This sloughing, caused by the 
prolonged pressure of the foetal head upon the maternal 
soft parts, continued for a week. The patient was dis- 
charged after a troublesome convalescence, with her baby, 
her fistula not being quite healed. 

CasE 6. Jewish Maternity Hospital, No. 880. S. L., 
aged 28 years, primipara, admitted May 14, 1910. In 
labor 30 hours before admission. Did not walk till three 
years of age. Shows some stigmata of early ricketts. At 
term on admission. Child living and presenting by the 
head, which, however, could not be made to engage in the 
pelvis. Measurements: interspinous, 25}4 cm.; inter- 
cristal, 2634 cm.; external conj., 18 cm.; intertrochanteric, 
33 cm.; estimated true conj., 834 cm. Pubiotomy by the 
open method. Good recovery. The baby, when about 
three weeks old, began to run a temperature above normal, 
and, in spite of active treatment and assistance by a con- 
sulting pediatrist, the child died when 27 days old. Diag- 
nosis was never made. Patient readmitted to same 
hospital, No. 1958, May 15, 1911, and there delivered her- 
self, without aid, of a boy baby weighing 6 pounds and 14 
ounces, and giving the following measurements: biparietal, 
10 cm.; sub-occipitobregmatic, 934 cm.; occipitomental, 15 
cm.; occipitofrontal, 12 cm.; bisacromial, 12cm. The pa- 
tient was discharged with her baby on May 28, r1o11. 

CASE 7. Jewish Maternity Hospital, No. 905. I. R., 
aged 24 years, admitted June 28, 1910. II-para. First 
child, breech presentation, stillborn two years previously. 
Measurements: interspinous, 22 cm.; intercristal, 23 cm.; 
intertrochanteric, 32 cm.; external conj., 1814 cm.; esti- 
mated true conj., 8 cm. Pubiotomy by open method. 
Weight of baby 8 pounds, 4 ounces. Discharged with 
baby, July 19, 1910. 

CasE 8. Sydenham Hospital, No. 9633. A. R., aged 
29 years, admitted November 29, 1910. About one year 
before admission she was operated by the writer, at the 
same hospital, for severe dyspareunia and sterility due to 
partial atresia of the vulva and vagina. This atresia was 
probably consequent upon a severe attack of scarlet fever 
when the patient was nine years old. The operation was 
a vulvo-plasty, in which the vulva and vagina were divided 
lengthwise and sewn up crosswise, thus permanently en- 
larging the genital canal. This enabled the patient to 
have painless intercourse, and pregnancy resulted shortly 
afterwards. The pelvic measurements were, interspinous, 
26 cm.; intercristal, 27 cm.; external conj., 18 cm., esti- 
mated true conj.. 8 cm. Open method of pubiotomy. 
Child stillborn. Autopsy refused. Patient discharged in 
good health December 17, 1910. 

CAsE 9. Sydenham Hospital, No. 9735. M. R., aged 
23 years, admitted December 18, 1910. In labor 24 hours. 
As the child seemed to be rather undersized, it was decided 
to give the patient (primipara) a further test of labor. 
Measurements were: interspinous, 24 cm.; intercristal, 24 
cm.; intertrochanteric, 32 cm.; external conj., 18 cm.; 
estimated true conj., 8.5 cm. Child presenting by the 
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head. The latter not engaged. Cervix almost fully 
dilated. Next day (Dec. 19th), pubiotomy by open 
method. The baby, when about a week old, developed a 
Ludwig’s angina, which caused the child’s death when it 
was 10 days old. The patient was discharged January 15, 
1911. The lower end of the incision had not quite healed. 
For several months the patient had treatment at the 
writer’s office for a persistent sinus, through which two 
little flakes of necrotic bone were removed. After that 
the sinus healed perfectly and has remained healed. The 
patient is in good health at the present writing. 

CAsE 10. St. Mark’s Hospital. F. W., aged 31 years, 
lI-para, in active labor. First child by craniotomy after 
two days of fruitless labor, four years previously. Child 
now presenting by the head. Pelvic measurements: 
interspinous, 26 cm.; intercristal, 27 cm.; intertrochanteric, 
30 cm.; external conj., 1714 cm.; estimated true conj., 7 
cm. Pubiotomy by open method. Baby of about average 
size and weight, which, by some oversight, were not re- 
corded. Convalescence retarded by an attack of influenza 
and bronchitis. Discharged with baby, December 10, 
1911. There is a very small sinus leading down to the 
place of bone section. Patient looks and feels well and 
strong and takes her baby to the park daily. 


To sum up, it may be said that of these ro cases 
of the writer, that all mothers recovered, or 100 
per cent were saved. Of the 10 babies, 7 were 
born alive and remained so for one week or more, 
which might be said to represent 70 per cent of 
babies saved by pubiotomy. Of this series, as 
stated above, one child died of angina ludovici on 
the eleventh day, and another of an unknown and 
undetermined disease on the twenty-seventh day. 
These deaths of children cannot be fairly charged 
to the method of delivery. Two women of this 
series had children subsequent to their pubiotomy 
(each about a year later), one having what was 
practically a precipitate labor, and the other a 
very easy spontaneous delivery. Both children 
alive. Pubiotomy is indicated in all cases of 
moderately contracted pelvis. If in doubt as to 
whether the patient may perhaps be able to de- 
liver herself, she may be given the test of reason- 
ably long labor, and thus demonstrate her ability 
to deliver herself. In labor complicated by 
moderately contracted pelvis, pubiotomy enters 
into successful competition with the following 
obstetric operations: Cesarian section, version, 
high forceps, craniotomy on the living child, sym- 
physiotomy, and induction of labor at between 
714 and 8 months, in the interest of the child. 

Pubiotomy is by far preferable to Cesarian 
section in cases of moderate pelvic contraction, 
because the patient can here be given a fair test 
of labor. It is said to be almost impossible to 
correctly measure all the diameters of the pelvis 
in the living woman. Granting, however, that 
this is possible, the knowledge gained would con- 
cern only one of the three factors of the problem. 
The size and hardness of the foetal head and the 
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muscular power of the uterus would still remain 
a mystery. If the woman is not given a good 
test of labor too many Cesarian sections will be 
performed in the future, as they have been in the 
past. Ifa sufficient test of labor (with tentative 
forceps traction, etc.) be permitted, Czsarian 
section will be too dangerous an operation for the 
mother. The patient is entitled, in case of doubt, 
to a sufficient test of labor. Cesarian section is 
not a very difficult operation nowadays. It is, 
however, illogical in these cases because it attacks 
an unoffending organ, one which is not at fault. 
It does not cure the trouble, the patient remaining 
the proud possessor of her contracted pelvis, and 
must be either sterilized, then and there, or be 
left with the more or less cheerful prospect of 
having to submit to another section at each suc- 
ceeding labor. A Cesarian section is no small 
matter to the patient. It leaves her with a scar 
in her abdomen and a scar in her uterus which 
will be a distinct menace to her life while she re- 
mains of the childbearing age and married. The 
number of cases in the literature in which the 
uterus is ruptured in a pregnancy subsequent to 
a Cesarian section, is considerable, and bears 
witness to the danger following this operation. 
Most of these cases ended fatally. Even the 
operative recoveries in selected cases, though 
they be 100 per cent, ought not deceive us, be- 
cause the mere admission that selection of cases 
was practiced or desirable, proves that the sec- 
tion is not generally applicable. Where the cases 
are not selected carefully the mortality of Ce- 
sarian section in the best hands is still about 14 
per cent. Cesarian section cannot, therefore, be 
considered a safer operation than pubiotomy. 

Version in contracted pelvis ought to become a 
lost art. Unless the foetus is extraordinarily 
small, or unless it is under the protection of some 
special divinity, it will surely be lost. This 
method of delivery is responsible for the majority 
of stillbirths. 

The high forceps operation, as such, has been 
well named an abomination. To violently drag 
the compressed foetal head through a contracted 
pelvis, calls for the exhibition of so much brute 
force that one instinctively shrinks from its 
practice. But to do this in the interest of the 
child would be ridiculous, were it not fraught 
with so much danger to mother and child as to 
make it tragic. The text-books contain a long 
list of possible injuries by this procedure, and if 
one has witnessed the delivery of the dead or 
dying child, with its little skull fractured, and 
noted the injuries inflicted on the soft parts of the 
mother, by this high forceps operation, one will 
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be inclined to agree that this is a barbarous 
practice which should be forbidden by law. 
Craniotomy on the dead child is a gruesome 
task, on the living child it is unjustifiable, unless 
it be a case of hydrocephalus or a monster. It is 
the undying merit of pubiotomy that it has made 
it unnecessary for the delivery room to be con- 
verted into a shambles. Symphisiotomy is 
rapidly becoming obsolete in this country. 


Rubinrot, in his study, has shown it to have a 
mortality of 10 per cent and a morbidity of 30 per 
cent. 

Finally, a word as to the induction of labor 
between 7% and 8 months. If done earlier, the 
child has little chance to survive long. If done 
much later the object, of delivering a small child, 
will be frustrated. According to Winckel the 
maternal mortality in induced labor is 5 per cent 
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and the foetal mortality is 33 per cent. It stands 
to reason that an immature infant has not the 
power of resistance to mechanical, thermal and 
bacterial injuries which a fully matured infant 
exhibits. This method cannot be considered a 
serious competitor of pubiotomy. 

To sum up, pubiotomy has the following ad- 
vantages in cases where spontaneous delivery is 
impossible on account of disproportion in size 
between pelvis and child: 

1. The patient can be subjected to the test of labor. 
In case of doubt this will protect the woman from 
unnecessary interference. 

2. The part at fault is operated upon and per- 
manently enlarged. ‘This means that she will be 
able to bear the next time spontaneously. 

3. The patient is not subjected to a dangerous or 
mutilating operation. 

4. The child is not injured in the delivery. 

5. The operation does not leave any permanent 
disability. 
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ELECTRICAL DESICCATION AS AN ADJUNCT TO SURGERY, WITH 
SPECIAL REFERENCE TO THE TREATMENT OF CANCER* 


By WILLIAM L. CLARK, M. D., PHILADELPHIA 


PRELIMINARY report upon the desic- 

cation treatment of neoplasms was 

presented to the Philadelphia County 
Medical Society, February 8th, 1911, and 
published in the New York Medical Journal, 
June 10, 1911. St. Agnes Hospital has been 
equipped with apparatus for the application of 
this method under the best conditions, and many 
cases have been successfully treated during the 
past year. We are fortunate in having, to-day, 
material for demonstration of the desiccation 
treatment of epithelioma, angioma, vascular and 
pigmentary naevi, warts and moles, bladder and 
laryngeal pipilloma. Before proceeding with 
the series of operations I will detail some facts 
concerning this method. 

Desiccation of living animal tissue is an effect 
produced by the proper application of an accu- 
rately balanced electric current of high tension. 
For superficial destruction no bare electrode 
comes in direct contact with the tissue, but the 
current from one pole is concentrated and thrown 
from a metal point through an air space to the 
tissue in the form of sparks of very great fre- 
quency, the other pole being grounded. For 
deeper destruction the bi-polar method is used, 
the metal point is brought in contact with the 
tissue, and the large passive electrode is placed 
at some indifferent part of the body. 

A static machine of large output is used to 
produce the initial current, which is stepped up 
by a carefully measured capacity and an accu- 
rately attuned resonator. The current from a 
coil or any magnetic device will not produce the 
desiccation effect, on account of the interruptions 
in the primary, and as no discharge can be trans- 
mitted to the body until such interruption occurs, 
the current is delivered in a series of hot dis- 
charges, which render the thermic degree in- 
constant, and the impact against the tissue pain- 
fully severe. A steady flow of current is nec- 
essary, as is procured from the static machine, 
but it must be of large output and subject to 
perfect control, or it will fall short of the desicca- 
tion point. Desiccation should not be confused 
with fulguration, or with high frequency cau- 
terization. The first devitalizes by drying out 
the tissue, the second shocks and produces hy- 


pereemia, but does not destroy, and the third is 
essentially the same as an ordinary cautery. It 
is possible with the same apparatus, by attach- 
ing a sliding capacity and inductance, to pro- 
duce all thermic degrees, ranging from hyper- 
emia to cauterization. The desiccation spark 
is not hot enough to carbonize, but of sufficient 
heat to cause rapid dehydration of the tissue, 
rupturing the cell capsule and converting the 
area treated into a dry mass. It has the power 
of penetrating into the tissue from a small frac- 
tion of an inch, to one inch, or even more, de- 
pending upon the frequency, distance of the 
electrode from the body, time of exposure, and 
density of the tissue. Not only can an area the 
size of a pin point be desiccated without in- 
fringing upon the normal tissue, but a growth of 
considerable size may be destroyed with one 
application, though this is not always desirable. 
Tissue may be destroyed without opening blood 
or lymph channels and will act as a styptic when 
there is oozing of blood. It sterilizes all tissue 
with which it comes in direct contact, as has been 
shown by careful experimentation with cultures 
taken before and after treatment. The desiccat- 
ed tissue acts as a foreign body, and a positive 
chemotaxis is promoted, which probably accounts 
for the rapid repair. The dry crust which forms 
acts as a natural dressing, and separates in from 
three days to one week. Regeneration of skin 
or scar tissue usually takes place underneath the 
crust. It is not very painful of application if 
applied with correct technique and care. In 
supersensitive individuals a local anesthetic is 
employed, either by topical application, in the 
case of mucous membranes or ulcerated surfaces, 
or infiltration when the area is covered with skin, 
although the latter is never practiced when there 
is a suspicion of malignancy, the ionic diffusion 
of cocaine being preferable. In rare cases a gen- 
eral anesthetic is required. 

In the more important conditions for which 
desiccation is applicable, its uses and limitations 
are as follows: 

Warts and moles. These are usually destroyed 
with one application. A dry crust at once forms, 
which separates and falls off in from three days 
to one week, depending upon the size of the area 


1 Abstract of clinical lecture delivered Nov. 16, r9rz, under the auspices of The Clinical Congress of Surgeons of North America, St. Agnes Hos- 


ital, Philadelphia. 
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destroyed. Regeneration of skin takes place 
underneath the crust. The slightly red area 
gradually fades to normal color. There is no 
contracture as from a burn, and the cosmetic 
effect, I believe, cannot be improved upon by any 
other method. There is no doubt about the wis- 
dom of removing these lesions for other than cos- 
metic reasons, as it is a well recognized fact that 
sometimes cancer has its starting point in an 
apparently innocent wart or mole. 
Pigmentations, vascular naevi, angioma and 
iuttoo marks. The results in these conditions 
have been very satisfactory. Up to the size of 
a dollar, it is advisable to complete the destruc- 
tion if possible at one sitting. If larger, at a 
number of different sittings. When these lesions 
are superficial, new skin is formed; if deep, scar 
tissue or a combination of skin and scar tissue. 
‘The cosmetic effect depends upon the depth of 
destruction. Care should be taken in destroy- 
ing the tissue perfectly evenly and not too deeply, 


as there may be cupping, irregularity of surface, . 


and if the spark is too hot, even a keloid. This 
may be avoided, however by careful technique. 

Chronic varicose ulcers. Exuberant granula- 
tions are desiccated, after which ordinary meth- 
ods, such as strapping and the silver nitrate 
stick, are employed. In several cases which had 


resisted persistent treatment by ordinary methods 


alone, the rapidity of repair was quite remarkable. 

Acne. An attenuated spark is used which is 
not carried to actual destruction. The primary 
effect is local anemia, followed by an intense 
hyperemia. I am very much impressed with 
the effeciency of this treatment, as in four cases 
improvement and ultimate cure were rapid. 
Constitutional treatment was not neglected, 
however. 

Bladder. By using a catheterizing cystoscope, 
an insulated wire may be passed through the in- 
strument, the bladder being inflated with boric 
acid solution or sterile water, and tumors may 
be readily destroyed by desiccation. When this 
current is passed through fluids the intensity 
should be slightly increased, and the wire brought 
in direct contact with the growth. This work 
may, however, be done by high-frequency cau- 
terization, as has been reported by various work- 
ers during the past year. 

Rectum. Using a special air inflation procto- 
scope, through which an insulated wire is passed, 
growths may be reached for a considerable dis- 
tance up the rectum, including papilloma, ulcera- 
tions, cancer for palliative treatment, and in 
hemorrhoids if for any reason operation is refused 
or contra-indicated. 
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Larnyx. In suitable cases, tumors of the larnyx 
may be destroyed by desiccation. The laryngo- 
scope or ordinary laryngeal mirror is employed 
to expose the interior of the larnyx, and the cur- 
rent applied by means of an insulated wire curved 
like a laryngeal applicator. 

The eye. Desiccation may be applied to the 
conjunctiva in trachoma, dry granular conjuncti- 
vitis, epithelioma, and to the cornea for ulcera- 
tions and pterygium. There is no danger 
working near the eye, as the control of the desic- 
cation current is absolute. ‘ 

Cancer. The more I see of cancer the more I 
am inclined to the belief that if it cannot be de- 
stroyed or removed in its entirety at once by any 
method whatsoever, it had best be left untouched. 
This does not apply to such agencies as the X-ray 
or radium. Over and over again, after incom- 
plete operation, we see a slowly growing, mildly 
malignant cancer quickly recur, and progress 
with fearful rapidity, with no method known 
to science able to stay its ravages, and 
yet the lesson remains unlearned by many. 
The conviction that. cancer must be treated 
radically or not at all is now my guide in giv- 
ing advice, or in the treatment of this condi- 
tion. In epithelioma, which in my judgment 
appears to be superficial, desiccation is employed 
alone, to the exclusion of the curette or scalpel. 
The destruction is rapid and complete. The 
fact that blood channels are not opened appeals 
to me, and I believe for this reason metastasis is 
less likely. Results in this class of cases have 
been so satisfactory that up to the present other 
methods of treatment have been discarded. In 
advanced epithelioma where there is deep in- 
volvement of tissue, but without glandular in- 
volvement, curettement is advised, or thorough 
excision carried considerably beyond the diseased 
area, followed immediately by desiccation. This 
seals the blood channels, and it is hoped that the 
cancer cells not reached by the scalpel or curette 
are destroyed. A course of X-ray treatments 
following desiccation is advised in these cases. 
The dose should be massive, killing not stimulat- 
ing, and as frequently applied as is consistent 
with safety, but should be used only by an ex- 
perienced operator, as I have seen cases which 
seemed to have been stimulated to rapid recur- 
rence by what appeared to be improper dosage. 

Dr. deKeating Hart, during his recent visit to 
this country, recommended a new method for 
applying the X-ray, which he calls thermo-radio- 
therapy. He claims that the radio sensitiveness 
of tissue is in direct proportion to its temperature, 
the warmer the part. the more intense is the 
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action of the ray, and vice versa. To increase 
the temperature beyond the surface, he employs 
Nagelschmidt’s thermo-penetration, known also 
as diathermy, a high-frequency method which 
projects heat deeply into the tissues while the 
ray is passing. To counteract dermatitis, he 
uses cracked ice between two layers of gauze 
over the surface, or moistens the surface with 
water and plays a fan over the area to keep it 
cool. He claims with assurance that this will 
increase the action of the ray upon the deep tissue 
many times, and will prevent dermatitis, even 
though the treatments are frequent and the dose 
massive. This method is now being tried by 
me to determine its value, and while it is too 
early to draw positive conclusions, there is 
evidence to show that there are grounds for 
Hart’s contention. 

Desiccation is employed only in such cases 
when the wound is left open. When it is nec- 
essary to close the incision, as in caricer of the 
breast, or the cervical glands, desiccation treat- 
ment is not operative, because the debris could 
not find exit, even with drainage. There has 
been evidence recently presented by Keating 
Hart that fulguration is of value here. This is 


a bombardment of long high tension sparks 
applied to the raw field after complete extirpation, 


which has no destructive action upon the cancer 
cells or the healthy tissue, but by the shock of 
‘impact is said to alter the nutrition in such a way 
as to render the soil less fertile for the prolifera- 
tion of cancer cells. This method is now being 
tested in St. Agnes Hospital, Philadelphia, but 
it is too early to make a report. Thermo-radio- 
therapy is also applied following fulguration. 
In cancer of the cervix, if inoperable, I be- 
lieve desiccation is a palliative treatment, supe- 
rior to the curette and cautery, and it can be done 
without a general anesthetic. It destroys as 
effectively, sterilizes, deodorizes, acts as a styptic, 
and is altogether a more refined method of treat- 
ment. 
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In cancer of the mucous membranes, such as 
the tongue, buccal or lip, unless taken early, 
desiccation is not employed alone, because the 
glands are usually involved, even though they 
are not palpable, for the diseased tissue must be 
accessible to expect a good result with desiccation. 
The correct surgical procedure then, is complete 
extirpation of the initial lesion, and thorough 
excision of the glands likely to be involved, fol- 
lowed by desiccation if the wound is left open, 
or by fulguration if sutured, and then by the X- 
ray. In.cancer that is absolutely inoperable 
the X-ray, according to modern scientific prin- 
ciples, should be applied. There is evidence to 
show that seemingly inoperable cancer may 
sometimes be made operable by the intelligent 
use of the ray. 

Among other conditions in which desiccation 
may be used with the hope of success are: 
Hypertrophic tonsils, where there is contra-in- 
dication to operation, minor nasal growths, 
zanthoma, granulations on the tympanum, early 
Paget’s disease, lupus, X-ray and senile keratoses, 
chanchroids, granulations in the urethra, ero- 
sions of the cervix, urethral caruncle, condyloma, 
keloid, certain forms of eczema, and parasitic 
skin diseases. 

Those who are interested in the physics of this 
current, the detailed technique of application, 
the experiments from which conclusions were 
drawn, and various case histories, are referred 
to the preliminary report. I have withheld many 
details, also case histories, as they would take me 
much beyond the time limit. A full report of 
specific cases is being prepared with lantern 
pictures, and will be presented to the Philadelphia 
County Medical Society, and published at a 
future date. 

In conclusion, I will say that this method of 
treatment has its limitations, but its field of 
utility is distinct, used alone or in conjunction 
with surgery, or other measures, and I would 
urge its general adoption. 
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THE SELECTION OF AN ANASSTHETIC? 


By ISABELLA C. HERB, M.D., Carcaco 
Instructor in Anesthetics, Rush Medical College, the University of Chicago 


be employed must be considered. In the 

selection the question of safety is of par- 
amount importance and should dominate all 
others. Secondary considerations, such as the 
patient’s preference, cost of the anesthetic sub- 
stance, its portability, quicker induction of nar- 
cosis, greater ease and convenience for the 
anesthetist in administering, need of fewer assist- 
ants (spinal anesthesia), should seldom, if ever, 
have any weight in the decision. 

At present we have no local or general anzs- 
thetic which is devoid of all danger, and it is 
only through the recognition of this fact by the 
anesthetist and surgeon that the mortality and 
deleterious after-effects can be minimized. 
Ordinarily, the selection of the anesthetic is not 
difficult, but occasionally an intimate knowledge 
of the various anesthetic substances, with an 
understanding of their action on healthy and 
diseased organs as well as: the operative require- 
ments, becomes imperative, if the best interests 
of our’ patients are to be considered. To use a 
single anesthetic for all classes of patients is as 
unscientific as it is unfair and dangerous. A 
priori, the ability of the surgeon is questioned 
when, for example, the time and manner of 
operative interference in appendicitis is not 
considered. Likewise the physician who treats 
all cases of pneumonia in an empirical manner 
would be subject to criticism. And yet, it is 
not uncommon to hear an individual declare, 
“One makes a mistake when one uses anything 
but ether,” or “We always use chloroform in my 
country.” Each of the general anesthetics has 
its particular field of usefulness, and the skilled 
anesthetist is one who has a practical knowledge 
of their individual uses and limitations, their 
combinations and sequences and one who can 
bring judgment and experience to bear in the 
selection for complicated cases. 

The first question which presents itself is 
whether a local or general anesthetic is indicated. 
Broadly speaking, major operations should be 
performed under general anesthesia. It is true 
that major operations, such as hip-joint amputa- 
tions, Cesarean sections, etc., can and have been 
performed under local analgesia but unless there 
are contra-indications to the use of general 


i EFORE every operation the anesthetic to 


anesthesia, this procedure is not advisable. The 
age, mental and physical conditions of the 
patient as well as the character of the operation 
must be considered. Children and highly ner- 
vous people will be saved an immense amount of 
mental suffering and shock if a general anesthetic 
is given. Moreover, the surgeon when not 
distracted by complaints and movement will be 
able to operate in a much more satisfactory 
manner. A few people have a horror of suspend- 
ed consciousness and are willing to endure con- 
siderable pain rather than submit to it. Occa- 
sionally, the co-operation of the patient is desir- 
able, as, for example, in certain eye operations. 
A practical plan is to have the patient prepared 
for a general anesthesia; then the local analgesia 
is used with the understanding that if the pain 
is more severe than he cares to endure, he will 
be given the general anesthetic. Under such 
circumstances, the general anesthetic is rarely 
demanded. 

Operations requiring careful dissections, such 
as malignant diseases or the removal of axillary, 
cervical or inguinal glands, when involved in 
tuberculous or malignant processes, should not 
be performed under local analgesia. Although 
the substance used to produce local analgesia 
be a perfect osmotic solution, it causes a certain 
amount of cedema of the tissues which makes it 
difficult or impossible to recognize the line 
between healthy and diseased structures. Local 
analgesia may be employed in minor superficial 
lesions requiring no special dissection, an excep- 
tion being hemorrhoids and perineal operations, 
for which general anesthesia should be used. It 
is indicated in spinal puncture, aspiration of 
joints, many nose and throat operations and the 
majority of ophthalmological operations. Pa- 
tients suffering with exophthalmic goitre show 
less shock if ligation or removal is made under a 
light, well-administered ether anesthesia than 
when local analgesia is employed. In children 
skin grafting should be done under general anes- 
thesia, likewise tonsil and adenoid operations. 
Local analgesia is advisable when the physical 
condition of the patient is such as to make a 
general anesthesia specially hazardous, as in 
intestinal obstruction with fecal vomiting when 
the vomitus flows without effort more or less 


1 Read before the Academy of Medicine, Kalamazoo, Michigan, November 28, rorr. 
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constantly. The great danger of aspiration 
pneumonia in this class of patients is obvious. 
They are usually in a moribund condition with 
blunted sensibilities and require only a small 
amount of infiltration anesthesia in the abdominal 
wall. In the earlier stages of fecal vomiting a 
general anesthesia may be employed, particularly 
if administered by an experienced anesthetist. 
Having decided upon the character of the anzs- 
thesia, we must next choose the drug to be em- 
ployed. At present the general anesthetics most 
commonly employed are: nitrous oxide, ether, 
chloroform, ethylchloride and ethylbromide. Both 
clinical experience and experimentation have es- 
tablished certain facts relative to each of these 
drugs and placed each within a fairly well defined 
sphere. Unquestionably nitrous oxide is the saf- 
est and quickest and is the anesthetic of choice 
when the nature of the operation and physical 
condition of the patient admit of its use. On ac- 
count of the high arterial tension which it causes, 
it should not be used in heart lesions, exophthalmic 
goitre, advanced pulmonary tuberculosis and in 
patients with senile atheromatous degeneration, it 
being especially dangerous in syphilitic degenera- 
tionsifan aneurysm exists. Patients suffering with 
tumors within the larynx or growths pressing upon 
the trachea frequently have difficult respiration 
with insufficient oxygenation of the blood. With 
such conditions, the added asphyxia produced 
by gas will increase the danger. Its use is further 
restricted to operations requiring no special mus- 
cular relaxation. The particular field of useful- 
ness for this drug is in individuals in whom a 
general anesthetic is required but in whom ether 
and chloroform are contra-indicated, as in acute 
nephritis and acute respiratory infections. It is 
an ideal anesthetic for short operations, requiring 
general anesthesia, and is frequently the anes- 
thetic of choice for major work. It may be used 
alone or combined with oxygen, or preliminary 
to ether, but should not be used before chloro- 
form. Unquestionably nitrous oxide is an inert 
substance as far as the tissues are concerned and 
owes its action to the shutting off of oxygen from 
the blood. There are no poisons in the blood or 
tissues to be eliminated as when ether and chloro- 
form have been used. Consequently conscious- 
ness returns quickly when oxygen is introduced. 
It has been shown that coma does not develop 
until the oxygen in the blood is reduced to three 
or four per cent. Death during the administra- 
tion of nitrous oxide is due to the shutting out of 
too much oxygen, and is a form of asphyxiation. 
Complications rarely, if ever, follow its use. 
Ethylchloride and ethylbromide are similar in 


their action and may be considered together, 
Like nitrous oxide, they are quick in their action 
and may be used preliminary to ether anesthesia 
or for short operations. They have the advan- 
tage over nitrous oxide in being more easily port- 
able and in that the primary induction lasts 
longer, but these advantages are offset by the 
higher mortality. Certain facts which have 
been repeatedly demonstrated both clinically 
and experimentally should guide one in the field 
of choice between ether and chloroform for general 
use in uncomplicated cases. Knowing the phy- 
siological action of the two poisons and their 
comparative safety, there should be no difficulty 
in deciding. Custom and prejudice should 
certainly be eliminated from one’s mind and the 
subject approached in a scientific manner. The 
knowledge that ether is a stimulant will naturally 
assist in deciding in a certain group of cases 
where some doubt might arise; as for example, in 
aneurysm and marked general arterio-sclerosis, 
chloroform would be indicated, whereas in heart 
lesions, especially fatty heart, ether should 
certainly be employed. 

The evidence of some condition may make a 
general anesthetic hazardous; such for example, 
are extreme emphysema and dyspnoea. Intra- 
cranial hemorrhage is undoubtedly made greater 
by increasing the already high blood pressure, in 
which cases respiratory paralysis may develop 
through pressure on the respiratory center. 
Marked general arterio-sclerosis and aneurysm 
should give anxiety. Arterial degenerations are 
usually associated with cardiac or renal diseases, 
or frequently with both, and the choice of the 
anesthetic must be governed by the coexisting 
disease. In spite of the danger of apoplexy in 
atheromatous subjects where a general anes- 
thetic is demanded ether should be employed if 
the heart’s action is feeble. Valvular lesions are 
frequently given as a contra-indication to general 
anesthesia, but the condition of the heart muscle 
is of greater importance than the valvular lesion. 
Fatty hearts are especially dangerous, and when 


the mental stability and nature of the operation. 


permit, a local analgesia should be preferred. It 
must not be forgotten, however, that the nervous 
strain incident to a major operation in a patient 
with an unstable nervous system might endanger 
such a heart even more than an ether narcosis. 

When obstructive growths within the trachea 
or larynx produce sufficient dyspnoea to cause 
cyanosis and' the accessory muscles of respiration 
are called into action, general anesthesia becomes 
fraught with danger. These muscles are brought 
into use only whem the ‘ordinary muscles of 
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respiration are inadequate and are as readily 
paralyzed by the anesthetic as are the other 
voluntary muscles of the body. The imperative- 
ness of the operation must of necessity play an 
important part in the foregoing class of cases. 
Our. duty is clearly marked when forced to face 
certain death from the disease or possible death 
from the anesthetic—we must assume the 
laiter responsibility. In anemia with low hemo- 
globin index the heart muscle is more or less 
feeble from degenerative processes and should 
have the stimulating effect of ether. Ether is a 
less powerful protoplasmic poison than chloro- 
form and consequently would be indicated in 
diabetes and the status lymphaticus. The danger 
largely depends upon the amount used. In 
valvular lesions the degree of intensity of a mur- 
mur not only depends upon the character and 
extent of the lesion but upon the force with which 
the blood is driven through the diseased orifice; 
consequently a low murmur may and frequently 
does mean a feeble heart muscle. Tuberculosis 
and chronic bronchitis do not contra-indicate 
ether narcosis, but in acute inflammatory con- 
ditions and recent pneumonias where an emer- 
gency operation becomes necessary, chloroform, 
or better when practical, nitrous oxide should be 
employed. When patients suffering with acute 
nephritis require general anesthesia they should 
be given nitrous oxide. On the other hand, in the 
so-called chronic nephridies ether may be safely 
used. In estimating the working capacity of 
the kidneys, the amount of albumin in the urine 
is of less moment than the amount of urine 
being excreted. Chloroform ‘produces greater 
destruction of the renal parenchyma than ether. 
The danger to a considerable extent lies in the 
amount of anesthetic which must be eliminated 
by the kidneys. Ifa pure ether is employed and 
as little as possible given combined with as much 
air as is consistent with light anesthesia the 
increase in albumin, if any, lasts but a day or 
two. In obstetrical operations such as version, 
high forceps or Cesarean section, ether should 
be employed. 

Mixed and sequence anesthesia. By mixed 
anesthesia is meant a combination of anesthetic 
substances administered simultaneously, while 
sequence anesthesia is the following of one 
anesthetic substance by another. Morphin, 
atropin, scopolamin, etc., have no place in this 
classification, as they are not true anesthetic 
substances. Of the mixed anesthetics the Bill- 
roth combination enjoyed a certain popularity 
and is still occasionally used, or some modifica- 
tion of it, especially on the continent. On account 


of the different volatilities of the different 
agents one cannot be sure which vapor is being 
inhaled; consequently it is better to have them 
in separate retainers. Their employment can 
then be varied to suit the requirements of the 
case. In sequence anesthesia the preceding of 
ether by nitrous oxide has a certain advantage in 
carrying the patient over the unpleasant stage of 
etherization. Tardy muscular relaxation fol- 
lowing such anesthesia may be overcome by 
allowing a sufficient amount of air to oxygenate 
the blood after narcosis is established and before 
operative procedures are begun. In laryngec- 
tomies and operations about the mouth when 
it may be desirable to employ chloroform, an 
excellent plan is to anesthetize with ether and 
follow with chloroform. By this procedure the 
depressing effects of the chloroform are count- 
eracted by the stimulating effects of the ether, 
and the primary danger of chloroform is thus 
lessened. 

It may not be out of order at this time to call 
attention to the complicated apparatuses being 
recommended for dosimetric methods and for 
combination and sequence anesthesias. The 
great disadvantage is that they must be so 
closely watched that it is difficult to give the 
patient the strict supervision which is so necessary, 
especially if chloroform is being administered. 
Furthermore, the stopcocks and screws are quite 
apt to fail at a most inopportune moment. 
Someone has wisely said that the inventors or 
modifiers of these apparatuses are practically the 
only ones capable of using them. 

Alcoholics. When alcoholics cannot be put to 
sleep with ether the fault lies with the anesthet- 
izer’s technique and not with the anesthetic. It 
is true that it requires more ether and more time 
to saturate their tissues, and for this reason and 
because their reflexes are more active, a longer 
time must be allowed for induction before opera- 
tive procedures are begun. Occasionally these 
people develop a tremor of the legs, especially 
if the operation is on the foot or leg, a condition 
which is very annoying and difficult to control. 
A type of alcoholic troublesome to anesthetize 
is the thick-necked, obese individual whose head 
cannot be turned to the side. The saliva flows 
back to the epiglottis and excites coughing or 
spasm of the larynx. Such people are usually 
poor subjects for nitrous oxide. 

Muscular rigidity is frequently a degree of 
asphyxiation and is due to an excess of the anzs- 
thetic rather than to a lack of it and is overcome 
by allowing the patient to inhale air or oxygen. 
Relaxation is sometimes difficult to obtain when 
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patients are in the Trendelenburg position. In 
abdominal work the recti muscles are at fault, 
and as these muscles are respiratory muscles, 
they cannot be paralyzed without paralyzing 
the respiratory center. Steady traction, how- 
ever, will disable them to a great extent. 

Should the choice of the anesthetic be left to the 
anesthetizer? This question must be answered 
with certain reservations. One can no longer 
say if you employ a professional anesthetist 
“yes,” because at the present time there are so 
many non-medical people (nurses) giving anes- 
thetics.. The selection of the anesthetic for 
complicated cases involves a knowledge of chem- 
istry, physiology and pathology combined with 
clinical experience. Likewise a familiarity with 


operative procedures is necessary in order to be 
competent to judge which anesthetic will fulfill 
the greatest number of requirements from the 
operator’s, standpoint with the least possible 


danger to the patient. Nurses can be trained in 
the technique of administration of general 
anesthetics but the selection of the anesthetic 
must be made by a medically educated person, 
The physician who specializes in anesthetics 
would certainly be more familiar with the sub- 
ject and consequently a better judge than one 
not working in this special field, just as specialists 
in other branches of medicine excel in their 
lines. The majority of surgeons who employ 
medically qualified expert anesthetists consult 
with and rightly defer to their judgment in the 
complicated cases or “risks” requiring special 
knowledge and skill. In a certain type of cases 
a surgeon, not the occasional operator, may have 
had considerable experience and found a partic- 
ular anesthetic best. But the responsibility of 
the anesthetic must rest with the anesthetizer, 
and unless he thinks the surgeon’s choice right, 
he should not accept it. 





SOME UNUSUAL INDICATIONS FOR CASSAREAN OPERATION 
By J. THOMPSON SCHELL, M. D., PHILapELpHta: 


Surgeon to Northwestern General Hospital 


VER since Sanger, in 1882, modified the 
technique of the Cesarean operation — 
and thereby, made it an operation of‘com- 

parative safety, its field of usefulness has con- 
stantly broadened and its value has been more 
appreciated with each succeeding year by the 
surgical profession. 

With the increasing perfection of surgical tech- 
nique, the mortality has been reduced to such a 
small figure, that we are justified in going a step 
further and considering whether we are not com- 
pelled, under certain circumstances, to decide 
between a clean, rapid abdominal section in 
preference to the slow, dangerous and oftentimes 
unsatisfactory, or mutilating, high forceps de- 
livery. 

The writer’s experience is limited entirely to 
the Sanger operation, since he has never found 
it necessary to perform the Porro operation, 
which, however, is justifiable under certain 
rare circumstances. Thirty-two operations have 
made up the experience of the writer, with a 
mortality nil for both mother and child. This 
low mortality is probably due to the fact 
that only four out of the thirty-two cases were 
subjected to any other form of operative manipu- 


lation, as twenty-eight of these cases were selected 
for this operation without first subjecting them 
to the shock incident to an attempt to deliver 
by vaginal route with forceps, or by version. No 
attempt will be made in this connection to de- 
scribe each operation in detail, or the indications 
for each, but rather to report a few of the cases 
which gave indications of a rather unusual 
character. 

The indications for Cesarean section are many, 
and at times, the decision is one which requires 
both the exercise of sound judgment and con- 
siderable experience. It is the opinion of the 
writer, that many times a clean, quick delivery 
by the abdominal route, is much safer and saner 
than the more prolonged and mutilating high 
forceps delivery, with the associated vaginal and 
perineal lacerations and the severe and oftentimes 
fatal pressure upon the presenting head. Much 
more could be said in reference to the indications 
for Cesarean operations, in fact, a lengthy com- 
munication would be required on this one point 
alone, but inasmuch, as the object of this paper 
is for the purpose of calling attention to some 
rather unusual indications, I will make no at- 
tempt to review or elucidate the usual or accepted 
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indications for this operation, but will proceed at 
once to reporting a few of my experiences: 


CasE1. Mrs. K. M. C., age 31 years. 
Pelvic measurements, normal. 
centa previa. 

This case was seen in May, 1899, at full term, the patient 
not yet in labor. She gave a history of bleeding with 
slicht pain, bleeding being more or less constant, but not 
in large quantity and extending over a period of about 
eleven weeks prior to my first visit. On examination, the 
placenta was easily felt covering the internal os and no 
margin could be reached. The patient’s condition was 
explained to her family and a Cesarean operation was 
advised, but refused. Two weeks later, the patient had 
her first labor pains accompanied by a severe hemorrhage. 
The vagina was immediately packed with sterile gauze, 
and again a Cesarean operation advised and accepted. 
A hypodermic of morphine sulphate, one-fourth grain was 
given and the patient removed to the hospital and the 
operation performed in the usual way. Recovery un- 
eventful. 


[hat this method of delivery was the safest, 
under the above circumstances, seems to be self- 
evident, as the well-known high mortality of 
fifteen to twenty per cent for the mother and of 
sixty to seventy-five per cent for the child, make 
a strong argument in favor of the abdominal 
route, for by this method of avoiding the placenta 
until after the delivery of the child, the mortality 
can be reduced, and therefore appeals to the 
writer as a rational procedure. 


Primipara. 
Indications, central pla- 


CasE 2. Mrs. C. H., age 47 years. Multipara. Pelvic 
measurements, normal. Indications, advanced carcinoma 
of cervix involving vagina, almost entirely occluding the 
same. 

This case was seen first in March, 1900, in consultation 
with Dr. J. L. Manasses. She was within three weeks of 
full term, with normal foetal heart sounds. Her physical 
condition, notwithstanding her carcinoma, was excellent. 
This patient was not allowed to fall in labor and a Cesarean 
operation was planned to be done about one week before the 
date of her estimated labor. Recovery was uneventful, 
except for an infection of the abdominal wound, which 
finally healed nicely. The patient lived eight and a half 
months after the delivery and then died from asthenia, 
resulting from the advancing carcinoma. 


In the above case, we find an absolute indica- 
tion for a Cesarean operation, inasmuch as any 
other method of delivery was an absolute impossi- 
bility. After the abdomen was opened, so much 
involvement of the broad ligament was found, 
that a more radical procedure was not attempted. 


Case 3. Mrs. M. G., age 29 years. Multipara. In- 
dications, moderate pelvic contraction, previous difficult 
labor, post-operative hernia. This patient presents an 
interesting previous history, showing the value of conser- 
vative gynecology; it is as follows: 

In April, 1906, the patient was operated upon for a 
double pyo-salpingitis, the left Fallopian tube and part 
(about one-half) of the left ovary removed. The right 
Fallopian tube was occluded at the fimbriated end and the 
tight ovary was partially destroyed and adherent to the 
posterior fold of the broad ligament. About two-thirds 
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of this ovary and the outer third of the Fallopian tube was 
removed, the remaining portion of the distal end of the 
tube being carefully sewed open. Following this operation, 
there was considerable infection in the abdominal wound, 
resulting later in a post-operative ventral hernia. About 
sixteen months later, this patient was delivered of a six- 
and-a-half pound child. After a prolonged and tedious 
labor, high forceps had to be resorted to with considerable 
lacerations of the cervix and vagina, which were repaired 
three months later. The patient presented herself the 
latter part of 1909, and, on examination, it was revealed 
that she was again pregnant. I then suggested to her the 
advisability of a Casarean operation, for the following 
reasons: 

1. The previous very difficult and tedious labor, re- 
quiring high forceps, notwithstanding the fact that the 
child was small and only weighed six and a half pounds. 

2. The secondary operation on the vagina and cervix 
was quite satisfactory and the vagina and cervix was, at 
that time, in a very good condition, but would probably 
be retorn in case of another forceps delivery. 

3. The opportunity that a section would give for re- 
pairing the old ventral hernia. 

The patient accepted the advice readily, and in June, 
1910, was subjected to a Cesarean section and was de- 
livered of a nine-pound child. At this operation a portion 
of both Fallopian tubes were removed, for the purpose of 
preventing further pregnancy, one inch of the tubes 
removed, ends cauterized with carbolic acid, and the broad 
ligament whipped over. The ventral hernia was also re- 
paired, and both mother and child made a speedy recovery. 


The combination of circumstances which, in 
this case, made the Cesarean operation the opera- 
tion of choice, is, of course, very unusual. The 
writer feels confident that if this patient had been 
permitted to go to full term, and the usual meth- 
ods of delivery attempted, great difficulties would 
have arisen, as the pelvic measurements were 
considerably below normal; the child was a large 
one, weighing fully nine pounds, and the vaginal 
canal was filled with scar tissue (result of previous 
repairs). Inasmuch, as the patient is now cured 
of her ventral hernia and the vaginal canal is in as 
nearly a normal condition as possible, he feels 
that he was justified in the selection of the opera- 
tion described. 

CasE 4. Mrs. B., age 26 years. Primipara. 
tions, moderate pelvic contraction, eclampsia. 

This patient was seen in 1908, in consultation with 
Dr. J. L. Manasses. She was a very slight woman with a 
justo-minor pelvis. She had all the prodromes of eclampsia. 
At the first consultation, a Caesarean operation was decided 
upon, but before the patient could be removed to the 
hospital, she was taken with severe convulsions, and, in 
this condition, was rushed to the hospital and hasty prepa- 
ration made for Cesarean operation. The operation was 
performed without anesthesia, the patient being uncon- 
scious from eclampsia. The child was resuscitated with 
great difficulty and the mother’s life despaired of for 
several days. After a very stormy convalescence, accom- 
panied by complete blindness which lasted four days, both 
mother and child made a complete recovery. 


In view of the fact that an immediate and rapid 
delivery was necessary to give this patient a 
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chance for her life, and as the pelvic measure- 
ments were distinctly below normal, the writer 
feels that any attempt to deliver by version or 
with forceps, would have been followed by the 
death of both mother and child. 


Case 5. Mrs. W., age 40 years. Multipara. Pelvic 
measurements, normal. Indications, persistent contrac- 
tion of Bandl’s ring. 

This patient was seen in 1911, in consultation with Dr. 
Helen Proctor. She had had two previous deliveries, with- 
out any apparent difficulties. Patient fell in labor and was 
in labor about twelve hours when pains finally ceased al- 
together. ‘At this time, an attempt to deliver by forceps 
was made, but on account of the evident contraction of 
Bandl’s ring, this attempt was abandoned and I was 
requested to examine her. The examination was made 
under ether, which was given for the double purpose of 
relaxing the contraction ring and also to make an attempt 
to deliver with forceps. At this time, a marked contraction 
of the lower portion of the body of the uterus was found 
and at the point of the contracting ring, the uterine wall 
was as thin as ordinary writing paper. The forceps were 
carefully applied, but it was very apparent that this 
method of delivery would probably be followed by disas- 
trous results and, therefore a Cesarean operation was 
decided upon. 

After the abdomen was opened, the contraction ring 
could easily be determined, and considerable difficulty was 
encountered in delivering the head, as the contraction 
ring was tightly drawn about the neck of the child. This 
ring had to be incised before delivery could be accom- 
plished. Recovery uneventful. 


This patient had been delivered upon two 
previous occasions, without even the use of for- 
ceps, and, therefore, had it not been for the irre- 
gular spasmodic contraction of the uterus, she 
would, no doubt, have been safely delivered 
without even the use of forceps, but I firmly 
believe that had a vigorous attempt been made 
to deliver from below, it would have been fol- 
lowed by a rupture of the uterus. 
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Case 6. Mrs. S., age 22 years. Primipara. Pelvic 
measurements, normal. Indications, posterior, occiput 
presentation, with a moderate contraction of the true 
conjugate. 

This patient was seen in 1911, in consultation with 
Dr. Helen Proctor. She had been in unsatisfactory labor 
for about two days. She fell in labor at 2 P. m., had com- 
plete dilatation of the cervix, and by the following morn- 
ing was in active labor. After two hours of severe labor 
pains, with no attempt on the part of the head to enter 
the superior strait, axis-traction forceps were applied 
unsuccessfully, and careful internal measurements made, 
revealing the fact that the true conjugate diameter was 
considerably below normal. The attempt at forceps 
delivery was abandoned before any lacerations or severe 
traumatism had been made. Cesarean operation was 
advised; the patient was immediately prepared for opera- 
tion, while still under ether, and delivery was completed 
by the abdominal route. In this case the patient was 
sterilized by the removal of a section of both Fallopian 
tubes. Recovery uneventful. 


That a Cesarean operation was justifiable in 
this case, will, no doubt, be a matter of opinion. 
That this woman could have been delivered with 
axis-traction forceps is a possibility that the 
writer freely admits. The contraction of the 
antero-posterior diameter was such that if labor 
had been prolonged for a longer time and a tre- 
mendous amount of pressure made upon the 
child’s head, there is a possibility that delivery 
could have been terminated in this fashion, but 
with the possibility, nay, the probability of 
severe injuries or death of the foetus and the 
wrecking of the health of the mother. Is it not 
wiser and better, when such combinations of 
circumstances present themselves, to resort to a 
clean section and present the mother with a 
healthy, living child, than to subject her to the 
dangers that would have undoubtedly been 
associated with the usual methods? 
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TRANSACTIONS OF SOCIETIES 


AMERICAN GYNECOLOGICAL SOCIETY 


TsIRTY-SEVENTH ANNUAL MEETING HELD AT BALTIMORE, MARYLAND, MAy 28, 29, AND 30, 
1912, WITH THE PRESIDENT, Dr. Howarp A. KELLY, OF BALTIMORE, IN THE CHAIR. 


The Society met in the Assembly Hall of the 
Medical and Chirurgical Faculty Building, and 
alter an address of welcome by Dr. William-E. 
Moseley, of Baltimore, which was responded to 
by Dr. Brooks H. Wells, of New York, the read- 
ing of papers was begun. 


MENSTRUATION WITHOUT OVARIES 

Dr. PALMER FINDLEY, of Omaha, Nebraska, 
reported a case in which both ovaries had been 
removed and the menstrual periods proceeded 
to recur at regular twenty-eight day periods for 
one year and a half, at which time he opened 
the abdominal cavity and resected an adherent 
omentum from the fundus of the uterus and 
broke up numerous pelvic adhesions. He was 
then unable to find any trace of ovarian tissue. 
Seven months had intervened since this opera- 
tion, and the patient continued to menstruate 
at regular intervals of twenty-eight days and in 
the usual amount. 

The findings in this case were almost iden- 
tical with those in the case reported by Dr. 
George Gellhorn, in 1907. The difference in 
the two cases was that the menstrual periods 
ceased to recur after Dr. Gellhorn excised the 
adherent omentum; while in the author’s case 
the menstrual periods persisted. Gellhorn be- 
lieved that the ovaries were not essential to 
menstruation and emphasized the important 
factor of added blood supply to adhesions to the 
uterus and the cyclic influence in determining 
the persistence of menstruation after the removal 
of both anatomical ovaries. 


DISCUSSION 

Dr. J. CLARENCE WEBSTER, of Chicago, 
thought that all had had the experience of 
hemorrhage occurring after the removal of the 
ovaries; that they had even had the experience 
of hemorrhage occurring from the cervix after 
the removal of the body of the uterus. He be- 
lieved that a considerable percentage of these 
cases in which the hemorrhage was irregular 


might be explained either by the vascular de- 
generations in the uterine or ovarian arteries, or 
in both, or in varicose veins of the broad liga- 
ments. He could only recall one case in his 
experience where a regular flow suggestive of 
menstruation occurred after castration. He did 
not believe that Gellhorn’s suggestion of adhe- 
sions was explanatory in such cases. He thought 
the retention after the operation either of portions 
of the main ovary of the stump, or what was 
more likely, where good surgery was carried out, 
the existence of small portions (perhaps not even 
macroscopic) in the broad ligaments. 

Dr. Henry T. Byrorp, of Chicago, em- 
phasized the importance of the testimony of the 
patients. He recalled a patient in whom he 
removed the uterus and ovaries, and the woman 
said she continued to menstruate, but upon care- 
ful examination he found it was not exactly every 
month that this discharge began. The woman 
would have a little discharge between times. He 
told her to lie down a good deal, and if the dis- 
charge continued she was to return to see him. 
She would have a discharge of blood at one time 
at the end of three and a half weeks, at another 
time at the end of four weeks, and she was told 
to pay little or no attention to the little flow be- 
tween times. There were a great many cases 
that were not menstrual in type, that is, they 
had not the menstrual periodicity. 

With regard to adhesions, he found in nearly 
all of his cases there were adhesions. He thought 
these adhesions could produce a discharge of 
blood. All had had cases of adhesions in which 
the chief symptom was hemorrhage. There 
was nothing more established in his mind than 
that adhesions interfered with the circulation 
by increasing it or damming it up, thus produc- 
ing a bloody flow from the uterus, but this was 
not strictly menstruation. 

Dr. J. M. Batpy, of Philadelphia, said he 
would like to emphasize not only the statement 
of the patient, but the statement of the doctor 
as to what was menstruation. The statement 


229 





228 


chance for her life, and as the pelvic measure- 
ments were distinctly below normal, the writer 
feels that any attempt to deliver by version or 
with forceps, would have been followed by the 
death of both mother and child. 


CasE 5. Mrs. W., age 40 years. Multipara. Pelvic 
measurements, normal. Indications, persistent contrac- 
tion of Bandl’s ring. 

This patient was seen in 1911, in consultation with Dr. 
Helen Proctor. She had had two previous deliveries, with- 
out any apparent difficulties. Patient fell in labor and was 
in labor about twelve hours when pains finally ceased al- 
together. At this time, an attempt to deliver by forceps 
was made, but on account of the evident contraction of 
Bandl’s ring, this attempt was abandoned and I was 
requested to examine her. The examination was made 
under ether, which was given for the double purpose of 
relaxing the contraction ring and also to make an attempt 
to deliver with forceps. At this time, a marked contraction 
of the lower portion of the body of the uterus was found 
and at the point of the contracting ring, the uterine wall 
was as thin as ordinary writing paper. The forceps were 
carefully applied, but it was very apparent that this 
method of delivery would probably be followed by disas- 
trous results and, therefore a Cesarean operation was 
decided upon. 

After the abdomen was opened, the contraction ring 
could easily be determined, and considerable difficulty was 
encountered in delivering the head, as the contraction 
ring was tightly drawn about the neck of the child. This 
ring had to be incised before delivery could be accom- 
plished. Recovery uneventful. 

This patient had been delivered upon two 
previous occasions, without even the use of for- 
ceps, and, therefore, had it not been for the irre- 
gular spasmodic contraction of the uterus, she 
would, no doubt, have been safely delivered 
without even the use of forceps, but I firmly 
believe that had a vigorous attempt been made 
to deliver from below, it would have been fol- 
lowed by a rupture of the uterus. 
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Case 6. Mrs. S., age 22 years. Primipara. Pelvic 
measurements, normal. Indications, posterior, occiput 
presentation, with a moderate contraction of the true 
conjugate. 

This patient was seen in 1911, in consultation with 
Dr. Helen Proctor. She had been in unsatisfactory labor 
for about two days. She fell in labor at 2 p. M., had com- 
plete dilatation of the cervix, and by the following morn- 
ing was in active labor. After two hours of severe labor 
pains, with no attempt on the part of the head to enter 
the superior strait, axis-traction forceps were applied 
unsuccessfully, and careful internal measurements made, 
revealing the fact that the true conjugate diameter was 
considerably below normal. The attempt at forceps 
delivery was abandoned before any lacerations or severe 
traumatism had been made. Cesarean operation was 
advised; the patient was immediately prepared for opera- 
tion, while still under ether, and delivery was completed 
by the abdominal route. In this case the patient was 
sterilized by the removal of a section of both Fallopian 
tubes. Recovery uneventful. 


That a Cesarean operation was justifiable in 
this case, will, no doubt, be a matter of opinion. 
That this woman could have been delivered with 
axis-traction forceps is a possibility that the 
writer freely admits. The contraction of the 
antero-posterior diameter was such that if labor 
had been prolonged for a longer time and a tre- 
mendous amount of pressure made upon the 
child’s head, there is a possibility that delivery 
could have been terminated in this fashion, but 
with the possibility, nay, the probability of 
severe injuries or death of the foetus and the 
wrecking of the health of the mother. Is it not 
wiser and better, when such combinations of 
circumstances present themselves, to resort to a 
clean section and present the mother with a 
healthy, living child, than to subject her to the 
dangers that would have undoubtedly been 
associated with the usual methods? 
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after an address of welcome by Dr. William E. 
Moseley, of Baltimore, which was responded to 
by Dr. Brooks H. Wells, of New York, the read- 
ing of papers was begun. 


MENSTRUATION WITHOUT OVARIES 

Dr. PALMER FINDLEY, of Omaha, Nebraska, 
reported a case in which both ovaries had been 
removed and the menstrual periods proceeded 
to recur at regular twenty-eight day periods for 
one year and a half, at which time he opened 
the abdominal cavity and resected an adherent 
omentum from the fundus of the uterus and 
broke up numerous pelvic adhesions. He was 
then unable to find any trace of ovarian tissue. 
Seven months had intervened since this opera- 
tion, and the patient continued to menstruate 
at regular intervals of twenty-eight days and in 
the usual amount. 

The findings in this case were almost iden- 
tical with those in the case reported by Dr. 
George Gellhorn, in 1907. The difference in 
the two cases was that the menstrual periods 
ceased to recur after Dr. Gellhorn excised the 
adherent omentum; while in the author’s case 
the menstrual periods persisted. Gellhorn be- 
lieved that the ovaries were not essential to 
menstruation and emphasized the important 
factor of added blood supply to adhesions to the 
uterus and the cyclic influence in determining 
the persistence of menstruation after the removal 
of both anatomical ovaries. 


DISCUSSION 

Dr. J. CLARENCE WEBSTER, of Chicago, 
thought that all had had the experience of 
hemorrhage occurring after the removal of the 
ovaries; that they had even had the experience 
of hemorrhage occurring from the cervix after 
the removal of the body of the uterus. He be- 
lieved that a considerable percentage of these 
cases in which the hemorrhage was irregular 


might be explained either by the vascular de- 
generations in the uterine or ovarian arteries, or 
in both, or in varicose veins of the broad liga- 
ments. He could only recall one case in his 
experience where a regular flow suggestive of 
menstruation occurred after castration. He did 
not believe that Gellhorn’s suggestion of adhe- 
sions was explanatory in such cases. He thought 
the retention after the operation either of portions 
of the main ovary of the stump, or what was 
more likely, where good surgery was carried out, 
the existence of small portions (perhaps not even 
macroscopic) in the broad ligaments. 

Dr. Henry T. Byrorp, of Chicago, em- 
phasized the importance of the testimony of the 
patients. He recalled a patient in whom he 
removed the uterus and ovaries, and the woman 
said she continued to menstruate, but upon care- 
ful examination he found it was not exactly every 
month that this discharge began. The woman 
would have a little discharge between times. He 
told her to lie down a good deal, and if the dis- 
charge continued she was to return to see him. 
She would have a discharge of blood at one time 
at the end of three and a half weeks, at another 
time at the end of four weeks, and she was told 
to pay little or no attention to the little flow be- 
tween times. There were a great many cases 
that were not menstrual in type, that is, they 
had not the menstrual periodicity. 

With regard to adhesions, he found in nearly 
all of his cases there were adhesions. He thought 
these adhesions could produce a discharge of 
blood. All had had cases of adhesions in which 
the chief symptom was hemorrhage. There 
was nothing more established in his mind than 
that adhesions interfered with the circulation 
by increasing it or damming it up, thus produc- 
ing a bloody flow from the uterus, but this was 
not strictly menstruation. 

Dr. J. M. Batpy, of Philadelphia, said he 
would like to emphasize not only the statement 
of the patient, but the statement of the doctor 
as to what was menstruation. The statement 
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of the patient as regards menstruation was un- 
reliable. He called attention to the statement, 
for instance, of a notable New York surgeon 
who transplanted ovarian tissue and called the 
discharge that followed menstruation. It was 
a mere show of blood which disappeared in a 
short time. It was not menstruation at all in the 
strict sense in which menstruation was recognized. 
When these patients told the gynecologist how 
long they menstruated, or how long they had 
stopped menstruating, it was found they all 
stopped for an unlimited length of time. He had 
never known a case go more than a year and a 
half at the outside; in a few cases the patients 
might have gone longer than that. They were 
not cases in which there were adhesions, and 
there was no considerable portion of ovarian 
tissue left to account for the continued men- 
struation, if it were a real menstruation in the 
individual case. 

Dr. FRANK T. ANDREWS, of Chicago, said that 
four girls were referred to him by a physician 
from Wichita, Kansas, who had operated on one 
girl after marriage for a large ovarian tumor, 
removing her ovaries. He had likewise operated 
upon another girl after some years of treatment 
and removed her ovaries, and she had a normal 
change of life, with a normal result in that case, 
namely, stoppage of the flow. Then the family 
moved to Chicago and here were two girls suffer- 
ing so severely with dysmenorrhoea that, after 
caring for them and striving to avoid operation 
for several years, after having the best advice he 
could get from his gynecological and neurological 
friends, he decided to operate one of them. 
Finally he did so and she made a normal re- 
covery. The first one operated on improved 
very much for about nine months, but she kept 
on flowing apparently normally. The operation 
consisted in removing one ovary, leaving one 
ovary, and removing both tubes. After the 
dysmenorrhoea returned, upon examination he 
found she had developed a year and a half after 
the first operation an ovarian tumor in the re- 
maining ovary. He operated and removed that, 
and in carefully looking over the field he dis- 
covered there was a little stump he had not taken 
out on one side for some reason. He had not 
cut in and taken the whole tube out from the 
cornu of the uterus. So he removed that. The 
other one was thoroughly removed. He re- 
moved the tumor and she continued to menstru- 
ate. About three or four years later he removed 
the bulk of the uterus, leaving the cervix. The 
woman still continued to menstruate, and for 
somewhere in the neighborhood of four years, 
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from that time until now, this woman went 
through exactly the same nervous disturbances 
every month that she used to go through while 
menstruating, but she had ceased to flow. 

Dr. Epwarp P. Davis, of Philadelphia, point- 
ed out that recent studies of the vexed question 
of the time of labor threw light upon the subject 
under discussion. It was found that the physiolog- 
ical life of woman consisted in periods of accumu- 
lation of blood terminating in increased pulse 
tension and in hemorrhage; that this condition 
was independent of the presence of genital organs, 
that is, the genital organs might be removed 
and this established physiological habit of wo- 
man still continued. In some cases the persist- 
ence of this discharge and increased pulse tension 
was the result of disorder of the ductless glands, 
and some cases were improved by the administra- 
tion of thyroid extract or pituitin or adrenalin. 
He thought this would explain some of the cases 
in the discussion where the absence of genital 
organs by operation had been followed by con- 
tinued hemorrhage. The hemorrhage would 
occur from a physiological standpoint in any 
organ lined by mucous surface and richly supplied 
by subjacent capillaries, and in the absence of 
uterine mucosa, hemorrhage was seen that was 
familiar also from the nasal cavity, sometimes 
from the gastric mucosa, and sometimes from 
the intestine, and rarely in the hemorrhages 
underneath the skin which had, when complicated 
by hysteria, given rise to those interesting cases 
of alleged bloody sweat and supernatal mani- 
festations. 

Dr. CLEMENT CLEVELAND, of New York City, 
said he was reminded of a case he had some years 
ago where it was reported that both ovaries had 
been removed, and still the woman menstruated. 
It was a case in the Woman’s Hospital in New 
York, and his confrére, who had done the opera- 
tion, had died in the meantime. The patient, 
therefore, came into his service, and he looked 
up the history. There was a miscarriage at the 
fourth month. The history showed that both 
ovaries had been entirely removed. He had 
very little faith in the functional activity of 
supernumerary ovaries, and he came to the con- 
clusion that in most cases the discharge was due 
to a small portion of the ovary having been left 
behind. He was very positive it was in his case. 

Dr. Setu C. Gorpon, of Portland, Maine, said 
he had reported two cases where pregnancy took 
place after as careful a removal of both ovaries 
as possible. One of these cases occurred in the 
practice of Dr. Chadwick, of Boston, who had 
assured him that he was certain he removed every 
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particle of the ovary, and Dr. Gordon felt just 
as certain that he did likewise in his case, and yet 
both women bore one child each about a year and 
a half after the operation. He removed the 
ovaries of a young woman and she still continued 
to menstruate. Two years afterwards he re- 
moved the uterus supravaginally and she still 
continued to menstruate. Two years later he 
removed the cervix and that stopped the men- 
struation, but menstruation was absolutely 


regular during the time that the cervix remained. 
So he believed that a physiological congestion 
actually occurred and that accounted for the 
regular menstrual period. 


CHRONIC CYSTITIS OF THE TRIGONE AND THE 
VESICAL NECK 

Dr. EpGAR GARCEAU, of Boston, read a paper 
on this subject, which appears in this issue. 
(See p. 165.) 

DISCUSSION 

Dr. Henry T. Byrorp, of Chicago, stated 
that the very fact that local treatment did not 
help would indicate it was medical treatment 
that was needed. He had had cases that he had 
treated medically which came from faulty con- 
ditions of the urine, but he was not able to help 
them materially in a week or two weeks, and it 
was only by keeping track of them for six months 
that he had cured them. There was something 
in their habits and in their method of eating 
which occasionally caused a variation in the 
urine which the practitioner did not always cor- 
rect. There might be hyperacidity crystals, 
the result of faulty metabolism. Persistent 
medical treatment was sometimes neglected by 
gynecologists as well as by other practitioners who 
devoted their attention to surgical diseases. 

Dr. Howarp A. KELLY, of Baltimore, said that 
some of these cases had been the distress of his 
life, so far as treatment was concerned, while 
others were gratifying to treat for the reason that 
they got well so promptly. As a rule, very little 
pus was found in the urine or none at all, and he 
had never found organisms. If he found organ- 
isms in the urine he examined the kidneys. In 
those cases Dr. Garceau had been speaking of, 
the irritation might start inside and leave a real 
trigonitis due to irritability of the trigonum or a 
hyperemia. He did not find fissures in this 
group of cases. He had seen polypi in this group. 
Sometimes the hyperemia was intense. He re- 
called one case in which absolutely nothing could 
be seen. He had relieved the patient some, and 
this was the reason she came back, but he was 
not able to cure her. He found in a number of 
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cases hyperacidity, and when this was corrected, 
the patient occasionally obtained marked relief. 
After all, the sheet anchor was nitrate of silver. 
Sometimes he tried good strong treatment first, 
then followed it with milder ones, using a five 
per cent solution at intervals of three to five days. 

Dr. GEorGE H. Noste, of Atlanta, Georgia, 
described a simple method of shortening the 
ureterosacral ligaments. To prevent retrover- 
sion the body of the uterus was held forward by 
shortening the round ligaments. For this pur- 
pose he preferred an extraperitoneal operation, 
embedding the ligaments between the layers of 
the aponeurosis anterior to the recti muscles. 


THE USE OF THE CONTINUOUS FIXED LAPAROTOMY 
SPONGE 

Dr. W. FrRAnNcis B. WAKEFIELD, of San Fran- 
cisco, stated that as the matter of sponges was 
usually handled in the average operating room, it 
was quite remarkable that loose sponges were 
not closed up in the abdominal cavity oftener 
than they were. A sufficient number of surgeons 
throughout the country had used the continuous 
laparotomy sponge a sufficient length of time to 
prove conclusively that abdominal operations 
could be efficiently performed without the use 
of the dangerous loose sponge. This being so, 
it followed logically that as time went on and the 
knowledge of this fact became more widespread, 
surgeons would find it increasingly difficult, in 
courts of law, to obtain extenuation for having left 
a sponge in the abdominal cavity. 


DISCUSSION 

Dr. GeorGE GRAY WARD, of New York City, 
said that for the past five years he had abandoned 
the use of separate sponges and had been using a 
continuous sponge in the form of a roller bandage, 
about three yards long and six inches wide, folded 
in four or five thicknesses of gauze. In his ser- 
vice no loose sponges were used in the abdomen. 
This roller bandage was unrolled as it was re- 
quired, and the ends of it were tucked under- 
neath the flanks, held back by the intestines and 
clamped to the laparotomy sheet. 

Dr. I. S. StonE, of Washington, D. C., stated 
that there were quite a number of cases on record 
where foreign bodies had been left in the ab- 
dominal cavity after operation. Why was it not 
proper for an individual, who trusted the surgeon 
to operate upon him or her, to grant the surgeon 
a carte blanche to do what was best, the patient 
accepting the responsibility. It was about time 
for surgeons to take a stand with regard to operat- 
ing upon free patients and doing free work in 
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hospitals, and then possibly being sued for twenty 
or fifty thousand dollars, if they were worth that 
much, as a result. The profession had done 
very little to protect itself against suits of this 
character. It would seem to him that surgeons 
were at the mercy of the public, and especially 
of that class anxious to make the surgeon pay 
who had a good income. 

Dr. Joun F. Tuomson, of Portland, Maine, 
said the essential thing was the count of what- 
ever was used in the form of sponges. This was 
applied at his private hospital in Portland to 
practically everything which possibly went 
through the abdominal incision in the operating 
room, the sponges being counted by two nurses, 
and counted before and after operation. Sponges 
might by accident be left, and he insisted on the 
count as being essential. 

Dr. J. WESLEY BovEE, Washington, D. C., 
said the plan he followed was to have a tape 
attached to each sponge that went into the ab- 
dominal cavity. If one used five or six sponges 
in the abdomen with a tape on each, he knew how 
many were put in and he knew when they came 
out. He would rather trust his own count than 
be responsible for the count of one or two nurses. 

Dr. Brooxs H. WELLS, of New York City, 
stated that even the tape might go astray. In 
the only case he recalled in which a sponge was 
left inside the abdomen, the sponges were care- 
fully counted before and after operation by a 
nurse, and they were all supposed to have tapes 
sewed on them with a weight on the end of the 
tapes. The patient, however, made a very good 
convalescence, but about eight or ten days there- 
after she was brought into the clinic room and 
a sponge was removed from the cul de sac. 

Dr. GeorGE H. Nose, of Atlanta, Georgia, 
said that sometimes in appendicitis cases he used 
a long strip of gauze, but when it came to the 
sponges he used one at a time, taking it out as 
soon as he put itin. There was a string attached 
to the sponge. This was the safest plan to follow 
in using sponges in the abdominal cavity. 

Dr. BENJAMIN R. SCHENCK, of Detroit, Mich- 
igan, stated that the method they had followed 
at the Harper Hospital was to use large abdominal 
towels, using no sponges at all in abdominal opera- 
tions. Some operators used gauze strips that 
were introduced into the abdomen, and these were 
numbered from one to eight, and the nurse must 
find every number. 


Dr. CHARLES E. TuHomson, of Scranton, 


Pennsylvania, by invitation, mentioned a case 
in which, according to the records, no sponge 
had been used. There was no occasion to use 
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one as it was a simple exploration, and yet a 
sponge was found later in the abdomen. 

Dr. FRANK T. ANDREWS, of Chicago, said he 
used small sponges which were carefully counted 
and carefully labeled with red marks. Some- 
times he used a six foot strip with a nickle ring 
attached to the end of a two foot tape. 

Dr. Brooke M Awnspacu, of Philadelphia, 
had followed Dr. Clark’s custom in the University 
Hospital, that is, to do all isolating by means of 
gauze taken from a long roll, using two or three 
thicknesses. The roll was probably four or five 
feet long, so that there was only one piece used 
to pack off the intestines and isolate the operative 
area. Twelve sponges were used for exposed 
bleeding points, and these were carefully counted, 
but as soon as bleeding ceased they were removed. 


GYMNASTICS AND OTHER MECHANICAL MEANS IN 
THE TREATMENT OF VISCERAL PROLAPSE AND 
ITS COMPLICATIONS. 


Dr. FRANKLIN H. Martin, of Chicago, read a 
paper on this subject which appears in SURGERY, 
GYNECOLOGY AND OssTETRICS. (See p. 150.) 


DISCUSSION 

Dr. W. Francis B. WAKEFIELD, of San Fran- 
cisco, said he had been using a course of treat- 
ment for the last few years almost identical 
with that described by the essayist, and the re- 
sults had been extremely satisfactory. Surgeons 
were shortsighted if they allowed some of these 
women, who advertised physical culture treat- 
ment in the popular lay journals, to treat this 
class of cases. One could take an intelligent 
nurse and train her to understand the principles 
of the application of such treatment and to make 
use of it intelligently, and it was better to take 
the necessary pains to do this taking these 
cases out of the hands of those outside of the pro- 
fession and resorting to a means of cure that 
would be very useful in the profession. 

Dr. Cartes P. Noste, of Philadelphia, said 
that these enteroptotic patients were part dead 
when they were going around. Their vitality 
was low. The treatment recommended by Dr. 
Martin gave them exercise and enabled them to 
eat more, and therefore, they developed more 
energy and were better. What they needed was 
rest. They should be fed abundant and whole- 
some food. 

Dr. CLEMENT CLEVELAND, of New York City, 
said the posture the essayist spoke about was not 
the Trendelenburg, but merely an inclined pos- 
ture with the head downward. The Trendelenburg 
posture required relaxation not only of the ab- 











AMERICAN GYNECOLOGICAL SOCIETY 


dominal muscles, but of the psoas muscles. In 
order to get this it was necessary to flex the 
thighs upon the pelvis with easy lifting, and the 
only table which did this was named after the 
speaker, it having been in existence for years. 

Dr. RicHarp R. Situ, of Grand Rapids, 
Michigan, said that when these women came to 
the gynecologist they came in a great majority 
of cases in a state of fatigue. A woman who was 
enteroptotic and in a state of equilibrium, who 
was leading a life within her strength, did not 
suffer at all, but went about and did her work, 
and took her part in society with other women. 
She had a certain amount of vitality, but she 
gave out more easily. Then she consulted a 
gynecologist. The keynote was that she needed 
rest, both physical and mental. She needed to 
improve her nutrition, which meant better food, 
fresh air, or whatever other means might be em- 
ployed. 

Dr. Wi111AM S. Stone, of New York City, said 
there were two specific details that had given 
him great satisfaction in connection with the 
treatment of these cases. He had found walking 
was one of the best forms of exercise. If the prin- 
ciples were carried out, it meant exercise and rest. 
A specific way of doing this was to tell the patients 
to take a walk and walk a little farther than they 
wanted to, and they should take the walk at 
such a time so that when they reached home, 
without doing any work physical or mental, 
they were to lie down on the bed or sofa for the 
same length of time that was consumed in taking 
the walk. They should be trained to carry out 
regular exercises, which should be immediately 
followed, after they get home, by rest. In 
addition to that, he relied in helping the circula- 
tion by a good, brisk, careful rub. 

Dr. Martin, in closing the discussion, said 
the treatment he had outlined was developed in 
connection with the treatment of surgical cases, 
in the treatment of kinks of the ileum, in the 
transverse colon, and in conditions that were 
operated for by Lane and for which he had gained 
a considerable reputation. The treatment would 
relieve the Lane kink that was produced by ptosis. 
There was no question about this. 


THE TORSION OF TUBAL ENLARGEMENTS WITH 
REFERENCE ESPECIALLY TO PYOSALPINX. 
Dr. Brooke M. Anspacu, of Philadelphia, 
reported the case of a woman, twenty-six years 
of age, who entered the hospital with the clinical 
symptoms of acute appendicitis. Operation re- 
vealed torsion of the right tube and ovary. The 
tube was distended and filled with pus. The 
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ovary was closely applied to the tube. The mass 
was purplish black in color, and almost entirely 
free of adhesions. Tuberculosis was suspected 
as the underlying cause of the pyosalpinx, but the 
histological examination did not confirm the 
opinion. 

Two years later the patient returned for 
another operation, and the left tube was found to 
be tuberculous. It was considerably enlarged 
and evidently represented the condition of the 
right tube before torsion had occurred. Histo- 
logical examination showed typical miliary tuber- 
cles. 

The author then took up the subject of torsion 
of tubal enlargement in general, and analyzed 
ninety-five cases which he collected from the 
literature. The variety of tubercular enlargement 
which most frequently underwent torsion was a 
hydrosalpinx. Ectopic pregnancy, cysts originat- 
ing in the tube itself, and malignant tumors were 
other causes. 

There were twelve cases of twisted pyosalpinx 
reported in the literature. A considerable por- 
tion of these were proved to be tuberculous, and 
it was likely that tuberculosis was the cause of 
at least half of the reported cases. 


DISCUSSION 


Dr. FRANKLIN H. Martin, of Chicago, said 
that within the past two years he had written and 
published an article on congenital pelvic defects, 
the principal defect being the perpendicular 
pelvis, and the other defect being the loose 
mesentery. In this paper he dwelt particularly 
upon the proneness to displacement of the appen- 
dages and of the uterus in these particular cases. 
As was known, there were two reasons why this 
should occur. In the normal fully developed in- 
dividual the broad ligament blended forward of 
the middle line of the pelvis, so that the uterus 
and the appendages were naturally drawn forward 
of the middle line, and hence fell naturally 
anteriorly, rather than posteriorly, in case their 
mesenteries were blended in front of the middle 
line. In the normal individual the pelvis was 
rotated to a position almost at right angles to the 
perpendicular pelvis, and besides that the broad 
ligaments were blended well forward so that the 
uterus was drawn in that direction as were also 
its appendages. In the well developed woman 
the mesosalpinx was extremely short. One 
could not get torsion in the normally developed 
woman. It was in those who were defective 
that we had the unblending of the mesenteries 
in which the ureter stood out, as in the dog, 
and in lower animals we were liable to get this 
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condition of displacement of the appendages and 
torsion. 

Dr. Henry T. Byrorp, of Chicago, said that 
given a twisted pedicle in a case of sactosalpinx, 
if peritoneal adhesions occurred there was pain, 
a little temperature perhaps, but no sepsis, 
intestinal adhesions would occur and probably 
colon bacillus infection. The patient would 
presently develop a serious condition and we did 
not know how this happened. If these cases 
were taken in hand early, when there was but 
little infection, or if one could make an approxi- 
mately accurate diagnosis of the condition exist- 
ing, he would be safe in operating, as the essayist 
did, without expecting to find much sepsis and 
the danger of spreading sepsis. 

Dr. Joun A. Sampson, of Albany, operated 
his first patient in 1904, for an acute pelvic in- 
flammatory condition, and he found at the opera- 
tion the right tube with a twisted pedicle, similar 
to the one described, except it was twice as large, 
and also an enlarged tube on the opposite side. 
The right tube and ovary were removed, also the 
left tube. The operation was done in the Johns 
Hopkins Hospital in the service of Dr. Kelly. 
The patient’s age was 19. 

The second case he operated a year and a half 
ago. The patient was 21 years of age. She gave 
a history of a sudden attack of severe abdominal 
pain, associated with nausea and vomiting. She 
had a soft uterine tumor. He made a diagnosis 
of ovarian cyst with twisted pedicle. At the 
operation he found an enlarged tube on the right 
side, which was hemorrhagic, with distinct 
twisting of the pedicle; also an enlarged tube on 
the opposite side, elongated, and to all appearance 
a pyosalpinx. Supravaginal hysterectomy was 
done together with the removal of the right tube 
and ovary and left tube. The specimen was 
placed in the position it occupied in the pelvis. 
A year and a half later it was injected with a 
solution containing a suspension of red lead. 
The tube, with the twisting of the pedicle, was 
not involved in the twist. It showed an elon- 
gated tube on the opposite side. The tube on this 
side was examined microscopically and proved to 
be tubercular. 

Dr. Joun O. Potak, of Brooklyn, New York, 
reported a case of twisted pedicle and tube. 
This occurred in a patient, nineteen years of 
age, apparently of the type Dr. Martin described. 
The operation was done three days after the 
primary attack of acute abdominal pain, and one 
interesting point in connection with this case 
was the extreme size of the tube which measured 
eight by ten centimeters in its distension, and 
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the fact was that the ovary was not involved 
at all in the twist, the twist being in the free 
isthmic portions of the tube, and the pelvis being 
free from any adhesions. 

This was a case which undoubtedly was pri- 
marily a hematosalpinx which had become in- 
fected. On microscopic examination there was 
no evidence of tuberculosis, but colon bacilli 
were found in the contents of the tube. 

Dr. E. E. Montcomery, of Philadelphia, 
stated that some years ago a young lady, 22 years 
of age, consulted him. She was suffering from 
a severe attack of pain in the pelvis which came 
on so suddenly as to lead to the suspicion of 
ectopic gestation. On opening the abdomen 
both tubes were found filled with pus, with 
twisting of the pedicle of the left tube. There 
was quite an extensive hemorrhage into the 
peritoneal cavity from the removal of the sac 
as the result of interference with the circulation. 
The environment of the patient rather led him 
to believe it was a case secondary to a gonorrhceal 
infection. However, no microscopic examina- 
tion was made of the specimen. 

Dr. ANSPACH, in closing the discussion, and 
in replying to a question of Dr. Martin’s with 
regard to a predisposition to torsion by the 
shape or type of tube, stated that in his case there 
was a decided abnormality in that direction. 
The tube was much longer. On this side it was 
seventeen centimeters in length. There would 
be plenty of room for a twist, and with the heavy 
extremity absolutely free it could occur. He did 
not think it occurred on the left side because the 
ovary was adherent; whereas, he believed the 
right ovary was originally unaffected by the 
adhesions of the left ovary. 


THE INFLUENCE OF MYOMATA ON THE BLOOD 
SUPPLY OF THE UTERUS, WITH SPECIAL 
REFERENCE TO ABNORMAL UTERINE BLEED- 
ING, BASED ON THE STUDY OF ONE HUNDRED 
AND FIFTY INJECTED UTERI CONTAINING 
THESE TUMORS. 

A paper upon an analogous subject appeared in 
SURGERY, GYNECOLOGY AND OBSTETRICS. (See 
vol. xiv, p. 214.) 

Dr. Joun A. Sampson, of Albany, New York, 
stated that in fifty-two specimens colored in- 
jection masses were used, and in ninety-eight 
either the arterial or venous system was in- 
jected with a mass impervious to the X-ray. 
Stereoscopic radiographs were of great value in 
this work. All specimens were studied with a 
knowledge of the age of'the patient, and, before 
the menopause, the exact stage of the menstrual 
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cycle. The arterial and venous supply of the 
uterus and of myomata had been described in a 
previous paper. The influence of these tumors 
on the circulation of the uterus was of much 
greater clinical importance than the blood supply 
of the tumors themselves. 

Menstruation was found to be due to a venous 
flow and depended upon changes in the walls of 
the venous plexus of the endometrium, permitting 
the blood to escape. There were no valves in 
the uterine veins, so that the amount of blood 
lost was regulated in a large measure by the 
efficiency of the uterus to retain it, and especially 
by its muscular efficiency. 

Large subserous myomata were very vascular 
and caused an hypertrophy of the uterine artery 
from which its nutrient vessels arose, and thus 
more blood was carried to the uterus and tumor; 
the excess over the normal was diverted to the 
tumor. The chief arterial and venous changes 
were in the peripheral zone of the uterus, and 
menstruation was usually not altered. 

Small intramural myomata were less vascular 
than the myometrium, and usually did not alter 
menstruation, but might possibly sometimes cause 
uterine insufficiency with its accompanying 
menorrhagia or metrorrhagia. 

Submucous myomata represented a later stage 
of the intramural variety, and the veins over the 
surface of these were more apt to be affected than 
in the intramural variety. 

Adenomyomata did not necessarily disturb men- 
struation, and the endometrium over them was us- 
ually atrophied. 

DISCUSSION 

Dr. Witi1aM S. STonE, of New York City, said 
he had now twenty-four patients whom he saw 
at a period when they had no visible tumor or 
fibroid. He had seen these patients subsequently 
when they had fibroid tumors and other kindred 
conditions. In connection with the clinical 
study of these cases a few of them had been ac- 
companied by careful histological examinations. 


A FURTHER REPORT ON THE RELATION OF THY- 
ROIDISM TO THE TOXEMIA OF PREGNANCY 
Dr. GEORGE GRAY WARD, Jr., New York City, 

read a paper on this subject which appears in 

a GYNECOLOGY AND OBSTETRICS. (See 

p. 192. 


THE TREATMENT OF ACUTE 
TOXEMIA 

Dr. Epwarp P. Davis, of Philadelphia, read 

a paper on this subject which appears in SURGERY, 
GYNECOLOGY AND OpssTETRICcS. (See p. 177.) 


AND FULMINANT 
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THE TREATMENT OF ECLAMPSIA 

Dr. FRANKLIN S. NEWELL, of Boston, read a 
paper on this subject which appears in SURGERY, 
GYNECOLOGY AND OpsTETRICS. (See p. 180.) 

Dr. GEORGE TUCKER HARRISON, of Charlottes- 
ville, Virginia, said that whatever be the nature 
and origin of the toxic substance which evoked 
the phenomena characteristic of eclampsia, two 
facts stood out in clear light. In the first place, 
the potency of the poison that produced the 
toxemia was made manifest by tae degenerative 
changes in the kidneys, the anemia and hemorr- 
hagic necroses in the liver, the hemorrhages into 
the brain, and multiple thrombosis. In_ the 
second place, the undoubted fact that, as a rule, 
the evacuation of the contents of the uterus was 
attended by a speedy relief of the symptoms 
restitutio ad integrum. Bearing in mind these 
facts, it was logical to maintain that in cases of 
acute toxemia in pregnancy, whether with or 
without eclamptic attacks, the indication of 
treatment was to empty the uterus as speedily 
as possible. If the cervix was dilatable or dilated, 
either by manual dilatation or by the use of the 
metreuynter, but not by metallic dilators, 
sufficient dilatation might be obtained, so that 
version and delivery might be accomplished in a 
short time. Forceps should be applied only 
when the head was fixed in the pelvis. In a 
primipara, when the cervix was maintained in 
its entire length, the indication was vaginal 
Cesarean section. 





THE INDICATIONS FOR AND THE TYPE OF OPERATION 
TO SELECT IN THE TOXEMIA OF PREGNANCY 


Dr. Joun O. Potak, of Brooklyn, read a paper 
on this subject which appears in SURGERY, 
GYNECOLOGY AND OBSTETRICS. (See p. 173.) 

Dr. Cyrus A. Kirk ey, of Asheville, pointed 
out that prophylaxis was the more satisfactory 
treatment in the toxemia of pregnancy. In- 
definite treatment was due to obscure etiology. 
Renal and hepatic insufficiency were probably 
the main etiological factors. 

Symptomatology was briefly discussed and 
the quantity of urea excreted, rather than the 
presence of albumin, determined the proper 
course of treatment. To eliminate accumulated 
toxins, and to restore impaired or arrested func- 
tion in the eliminative organs, was the aim of 
treatment. Calomel and soda, followed by 
salines, alkaline diuretics, if not contra-indicated, 
the hot pack, the hot air bath, glonoin, massage, 
pure air, and abundance of pure water were 
important aids in treatment. Venesection, if 
not contra-indicated, both as a prophylactic and 
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during and after the eclamptic seizure, was 
strongly endorsed. Chloroform and morphin 
were in disfavor. Veratrum viride was second 
only to venesection as an anti-eclamptic, but was 
in no sense a substitute. Decapsulation of the 
kidney had a doubtful place in the treatment of 
eclampsia, but thyroid extract might be useful 
as a prophylactic. 

The uterus should be emptied as soon as it 
could be done without increasing the risk to the 
mother. Should labor not begin with the first 
seizure, and if the internal os uteri was obliterat- 
ed, dilatation and delivery by forceps or podalic 
version might be accomplished. 

The indications for Cesarean section were 
pointed out, but too radical as well as too con- 
servative treatment might result disastrously. 
While Cesarean section should not be the dernier 
resort, we should be absolutely sure that delivery 
by other means was impossible. 


DISCUSSION 


Dr. REUBEN PETERSON, of Ann Arbor, Michi- 
gan, stated that as long as the prophylactic 
treatment could be carried on and the patient 
was improving, it was the duty of every obstetri- 
cian to carry it out. If the patient, however, 
failed to improve under the prophylactic treat- 
ment, then came the question of what to do, and 
he maintained with Dr. Polak and with Dr. 
Harrison that the best method was to empty the 
uterus as quickly as possible. If the cervix was 
dilated so that one could with a little more than 
manual dilatation deliver the woman, this should 
be done. If the cervix was rigid, it was a good 
deal better rather than spend considerable time 
in dilating the cervix to make a vaginal Cesarean 
section. 

In regard to the foetal mortality, the foetal 
mortality of abdominal Cesarean section should 
be far less than vaginal Cesarean section. The 
mortality of vaginal Caesarean section in five 
hundred and thirty cases was 21.2 per cent; the 
foetal mortality in four hundred and twenty-one 
abdominal sections was 5.9 per cent, so that the 
last word had not been told in regard to the 
method of emptying the uterus in the presence of 
eclampsia. 

Dr. Barton Cooke Hirst, of Philadelphia, 
had been using the parathyroid extract for five 
or six years, and he believed that in the rare 
types of toxemia he got better results than from 
the thyroid extract itself, but those toxemias 
that required parathyroid treatment were rare; 
they constituted only a small minority of the 
cases of toxemia seen in practice. 
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He felt strongly opposed to Dr. Harrison’s 
unqualified advocation of the operative treat- 
ment, and he thought the society ought to care- 
fully consider its responsibilities to the general 
profession. In the United States there were 
seven thousand, five hundred cases of eclampsia 
every year approximately. Of that number, the 
vast majority were attended by the general 
physicians, and if the doctrine went forth from 
the society to the effect that the unqualified 
treatment of toxemia and eclampsia was the 
operative treatment, it would do a vast deal of 
harm. 

Dr. RicHarD C. Norris, of Philadelphia, 
stated that his last thirty cases of toxemia oc- 
curred during the period when vaginal Cesarean 
section had been discussed by the profession. 
Of these cases there were thirteen actually eclamp- 
tic women who had had forty-two convulsions, 
and there were seventeen pre-eclamptic cases past 
the seventh month of pregnancy. This group 
of cases was treated by the conservative plan, 
in his judgment not requiring the aggressive 
operative methods, yet one woman died without 
eclampsia from a widespread accumulation of fluid 
in the serous cavities, chronic Bright’s disease, 
and none of the infants died, although most of 
them were premature. He felt sure, if he had 
subjected every one of these women to vaginal 
Cesarean section, he would not have had better 
results. He believed the time had come for us 
to attempt to study individual cases, and prop- 
erly classify them. 

Dr. J. WuitRIDGE WILLIAMS, of Baltimore, 
said that when it was essential to empty the 
uterus for vomiting of pregnancy, vaginal 
hysterotomy or Cesarean section was the method, 
and he had employed it for some years. As to 
the method of emptying the uterus in cases of 
eclampsia, it was very essential to individualize, 
but he believed in every case, where the cervix 
was rigid and where prompt delivery was neces- 
sary, vaginal Cesarean section was the operation 
of choice. He had employed this operation in a 
large number of cases with great success and great 
operative satisfaction. 

Dr. CHARLES M. GREEN, of Boston, said that 
if we were going to be of the greatest service to 
womankind in this matter of pregnancy toxemia, 
steps must be taken to get at the casesearly. He 
happened to have had considerable experience 
this winter as the result of a pregnancy clinic 
they had been running in Boston since a year 
ago last May, and the result had been a consider- 
able diminution in the number of cases of actual 
eclampsia, that is, women who went on to the 
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point of having fits. They received these pa- 
tients in all periods during pregnancy, not only 
when they presented themselves at the clini 
but when found by the visiting nurse, who was 
sent to keep track of these women when they 
presented symptoms of toxemia of pregnancy. 
As the result of this work, they had had no cases 
of eclampsia. He did not mean to say by that 
none of them had to be delivered or had not been 
delivered, but they had found by putting these 
patients under the usual eliminative treatment, 
very often labor began and they delivered them- 
selves and recovered without ever having con- 
vulsions, so that he was firmly of the belief that 
we should get better results, and less actual 
eclampsia to treat, if we took steps in our clinics 
to get control of these women early. 

Dr. Henry D. Fry, of Washington, D. C., 
said he was never satisfied to empty the uterus 
until he had tried one remedy which had served 
a good purpose in the treatment of the early 
stage of eclampsia. After putting the woman 
to bed, taking off all food by the stomach 
and giving nutrient enemata, he used inhalation 
of oxygen, and if he could not stop pernicious 
vomiting he was satisfied he should empty the 
uterus. 

He had made it a routine practice in the later 
months of pregnancy to examine the thyroid 
glands of all women, and if they did not have 
physiological enlargement of the thyroid at that 
time, if they had restlessness, sleeplessness, or in- 
digestion, he put them on thyroid extract, and 
had seen the symptoms disappear. He had seen 
the nitrogen output increase, and this did good 
in a certain class of cases. 

Dr. GEORGE W. Kosmak, of New York City, 
by invitation, said the term eclampsia was a mis- 
nomer in the class of cases to which it was gener- 
ally applied. We had called a disease entity by 
one of its prominent symptoms, the toxemia of 
pregnancy, but in a great many cases this promi- 
nent symptom did not appear. There were a 
great many cases of toxemia of pregnancy in 
the late months that did not have convulsions; 
some of them recovered from the toxemia, and 
some of them terminated fatally. 

At a meeting held in Atlantic City several 
years ago, Dr. Welch showed specimens from a 
series of four cases. They were brains and livers 
from each of these women, two of whom had 
convulsions and died as the result of toxemia, 
while the other two never had any convulsions, 
but passed meconium. Therefore, it was not 
fair in the treatment of these cases to assume 
that convulsions were the deciding factors, and 
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this was why he personally objected to basing 
aseries of statistics on the presence of convul- 
sions. 

Dr. Huco EnrenFEst, of St. Louis, Missouri, 
referred to venesection in the treatment of 
eclampsia and pregnancy, and said it was an in- 
teresting fact that of late venesection had been 
suggested and recommended by many men. 
Many of these cases, he thought, were spoiled 
by the introduction of saline solution. One 
never knew when saline solution might prove 
detrimental to the patient, but the withdrawal of 
a large amount of blood worked approximately 
the same way as forcing delivery. According to 
investigation, the true effect and force of saline 
solution lay in the loss of blood. 

No matter what method of treatment was re- 
sorted to in these cases, the patient should be 
put into a hospital, and all statistics should be 
based on hospital experience in treating these 
cases. This should be one of the first points in 
any therapeutic effort. The majority of patients 
suffering from the toxemia of pregnancy could 
be brought into a hospital. He thought it was 
unsafe to resort to operative measures amid 
unfavorable surroundings. Conservatism should 
always be kept in mind in dealing with this class 
of patients. 


PRESIDENT’S ADDRESS: HISTORY OF VESICO- 
VAGINAL FISTULA 


This paper by Dr. Howarp A. KELty, of 
Baltimore, will appear in a subsequent number 
of SURGERY, GYNECOLOGY AND OBSTETRICS. 





SYMPOSIUM—THE RADICAL ABDOMINAL OPERA- 
TION FOR CANCER OF THE CERVIX UTERI, 
PRIMARY AND END RESULTS (FIVE YEAR 
LIMIT) 


Dr. JoHN G. CrarK, of Philadelphia, read a 
paper on “The Treatment of Cancer by the 
Radical Operation,” which will appear in a sub- 
sequent number of this journal. 

Dr. REUBEN PETERSON, of Ann Arbor, Michi- 
gan, read a paper on “The Primary and End 
Results of Fifty-one Radical Abdominal Opera- 
tions for Cancer of the Uterus,” which appears 
in this issue. (See p. 135.) 

Dr. Howarp C. Taytor, of New York City, 
read a paper on “The Radical Abdominal Opera- 
tion for Carcinoma of the Cervix Uteri,’’ which 
appears in this number. (See p. 141.) 

Dr. Frep J. Taussic, of St. Louis, read a paper 
on “The Prognosis in Radical Abdominal Opera- 
tions for Uterine Cancer,” which is published in 
this issue. (See p. 147.) 
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Dr. Tuomas S. CULLEN, of Baltimore, read a 
paper on “Remote Results in Abdominal Hyster- 
ectomies for Cancer of the Uterus,” which will 
appear in a later number of this journal. 


DISCUSSION 


Dr. Joun A. Sampson, of Albany, in speaking 
of the end results (five-year limit), stated that 
eight of the twenty-five patients of his were 
operated upon over five years ago. Two of these 
died as the result of the operation, and two died 
later from recurrence. Four were clinically 
free from cancer at the present time; that is, 
four of eight cases operated upon and of six sur- 
viving the operation. He briefly reviewed the 
six cases surviving the operation. 

He had had the opportunity to obtain autopsies 
on five patients dying from recurrence. In three 
the immediate cause of death arose from the 
compression of the ureters by cancer extending 
from metastases in accessible iliac lymph nodes. 
In the fourth there was an extensive local re- 
currence in the field of operation from cancer not 
removed at operation. In the fifth there was an 
extensive local recurrence filling the pelvis and 
metastases to the lungs, heart, one kidney and 
skin. 

Dr. J. WESLEY BoveEE, of Washington, D. C., 
stated that his statistics of the employment of 
broad radical excision for cancer of the cervix 
down to three years ago were as follows: Num- 
ber of cases operated upon, 36; mortality of opera- 
tion was as follows: Shock, 5; peritonitis, 2; 
fecal fistula-asthenia, fourteenth day, 1; renal 
insufficiency, 1. Total, 9 cases. 

Died from recurrence of cancer at the end of 
one year, 1; at the end of 18 months, 1; at the 
end of 21 months, 1; at the end of two years, 2; 
at the end of three years, 1. Total, 6. 

Died from other diseases: Of uremia after 
ureterocystotomy at the time of operation (lived 
II years), 1; unknown intercurrent disease 
(lived two years), 1; of tuberculosis (lived six 
months), 1. Total, 3. Number living for more 
than three years without recurrence, 8; total 
after recovery from operation and not trace- 
able, to. 

It would appear that 27 patients (75 per cent) 
recovered from operation, and that of these 8, 
or practically 30 per cent had remained well 
for more than three years. 

Dr. JosePH BRETTAUER, of New York City, 
stated that he did his first Wertheim operation 
in September, 1902, and this patient lived until 
1905. Every one of the nineteen other cases had 
not passed that limit. Three were alive not 
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more than two and a half years. The rest all 
died between two and three years after operation. 
They were all more or less advanced cases. The 
ureter was resected once; the bladder was re- 
sected partially once, but so far as he could learn 
from reading their histories over, there were no 
special surgical difficulties. He mentioned one 
case which was still alive and apparently very 
well. He saw her only a week ago. 

Dr. LeRoy Broun, of New York City, said 
that the lesson we were to learn from these 
papers and the discussions was that gynecologists 
were not getting their cancer cases early enough. 
The percentage of operability was not as high as 
in foreign clinics. The percentage of immunity 
after five years was not as high as in foreign 
clinics, and the key to the situation was that 
operators did not get these patients early enough, 
and it was necessary to educate the laity in 
various communities. 

Personally, he had six cases to report, with 
one death. This patient died after a prolonged 
operation of some two hours and a half, and those 
who were alive were not to be included in the 
five-year limit. 

Dr. Joun O. Potak, of Brooklyn, New York, 
said he had been following the radical operation 
for about ten years, and that as far as any 
statistics he could get of his patients were con- 
cerned, he had not a single patient living on whom 
the radical operation was done. Against this 
he had four patients alive who were operated on 
by the Byrne method, one having been operated 
nearly nineteen years ago, and one (the shortest 
period) having been operated on eight years ago. 
These were all cases that he considered practi- 
cally inoperable by any radical procedure, and 
that was the reason he adopted the method of Dr. 
Byrne. 

Dr. SETH C. Gorpon, of Portland, Maine, said 
that the extremely advanced cases of cancer, no 
matter what was done for them, would die. If 
they did not die primarily, they died very soon 
afterwards. The only hope lay in education of 
the laity and early removal of the disease. There 
was no question in his mind that the surgeon 
could cure cancer of the uterus the same as he 
could cure cancer of the lip, but it must be seen 
and operated on early. 

Dr. I. S. Stone, of Washington, D. C., be- 
lieved that his patients lived many years longer 
after a radical operation than they otherwise 
would, and consequently he was encouraged to 
do radical operations. At the same time, he 
was not unmindful of the fact that the cautery 
method of Byrne in the delayed cases was far 
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more desirable than any other method and 
yielded better results. 

Dr. WILLIAM P. GRAVES, of Boston, had done 
the Wertheim operation for cancer of the cervix 
in eighteen cases, and this covered a period of a 
little over three years. Of his eighteen cases 
he had been able to follow all of them. Of the 
living patients he had seen all of them within 
four months. He had had a primary mortality 
of two, or 11 per cent. 

Dr. Huco Enrenrest, of St. Louis, called 
attention to what he considered a fallacy in com- 
paring the results of operations as they were 
found in the reports of German clinics with the 
results obtained in America. Early diagnosis 
was the crucial point, and education of the public 
was the one factor which led to early diagnosis. 
Illiteracy was more prevalent in European coun- 
tries than in America, and to feel that early 
diagnosis was entirely dependent upon the educa- 
tion of the public was wrong. It was not so 
much the education of the public as it was the 
well-advertised name of a clinic. 

Dr. E. E. Montcomery, of Philadelphia, 
stated that his experience in the treatment of 
cancer was that we had very much yet to learn 
from the pathologist and as to the best method 
of its treatment. He had seen patients in whom 
the condition was such that he had little hope of 
their recovery, and yet he had operated on them, 
doing either the vaginal or abdominal operation 
as the conditions of the patients seemed to make 
most desirable, and had found that these patients 
lived for a number of years; some of them were 
still living after more than ten years without any 
recurrence of the disease. He had seen other 
cases in which the disease occupied either the 
bo dy of the uterus or the vaginal portion of the 
cervix, and in which his experience would lead 
him to say that here was a case in which one 
might hope for a radical cure, and yet within a 
few months afterwards there would be recurrence 
of the disease and death of the patient. 

Dr. CHartes M. GREEN, of Boston, spoke of 
one case which had a lesson, in that the opera- 
tion was a success for sixteen years, with no 
evidence of any recurrence about the pelvis. 
The patient then had general abdominal car- 
cinosis. 

Dr. Sipney A. CHALFANT, of Pittsburgh, said 
it was not the custom of Dr. Simpson to do the 
radical Wertheim operation. Of the cases em- 
bracing the five-year limit, they had had thirty 
cases admitted. Of these only nine were suitable 
for the radical operation. Of these, nine three 
died as a result of the operation; one died later 
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of pneumonia at the end of one year; one died 
of recurrence five years after operation; and one 
died five and a half years after operation. Of the 
nine cases, there were three living and well at 
the end of three years. Of the thirty cases, four 
were considered inoperable, so far as radical opera- 
tion was concerned. ‘These four had had amputa- 
tion of the cervix with the cautery. Of these 
four, one was living and well at the end of seven 
years; another one was living and well at the end 
of six years. 

Dr. GeorGE H. Noste, of Atlanta, Georgia, 
gave the results of the work he had been doing. 
Of the cases operated upon over five years ago 
for carcinoma of the cervix there were thirty- 
eight; of these, there were thirteen living. He 
was unable to trace six of the cases. 


SYMPOSIUM ON THE END RESULTS (TWO-YEAR 
LIMIT) OF OPERATIONS FOR COMPLETE PROCI- 
DENTIA OF THE UTERUS. 

(a) In child-bearing women. 
(b) In women after the menopause. 


CONSIDERATION OF THE MODERN METHODS OF 
TREATMENT OF PROLAPSUS UTERI WITH THEIR 
ADVANTAGES AND DISADVANTAGES. 

Dr. E. E. Montcomery, of Philadelphia, said 
that prolapse might be simple or complicated. 
No surgical procedure was applicable to every 
case. Certain principles must be kept in mind 
on which any operative procedure must be based. 
Their purpose should be to reduce the size of the 
heavy organ, replace support, and antagonize or 
deflect intra-abdominal pressure by correction 
or fixation of the position of the uterus. The 
operative procedure may be vaginal, abdominal, 
or both combined. The uterus may be retained 
or extirpated. In all conditions requiring severe 
and complicated measures, its retention should be 
associated with sterilization. After the climac- 
teric in marked prolapsus attended with oedema 
and gravity sores, hysterectomy was preferable 
as a procedure. In the majority of cases the 
vaginal route was the most satisfactory. In all 
cases the rectovaginal interposition of the levator 
ani muscles was of the greatest value. 


THE PRINCIPLE INVOLVED IN THE OPERATION FOR 
THE RELIEF OF PROCIDENTIA UTERI WITH 
RECTOCELE AND CYSTOCELE 

Dr. J. RippLe GorFe, of New York, said the 
true principle in normal support of the pelvic 
organs in women conformed to that of the other 
organs, namely, by suspension from above. Any 
operation for the relief of prolapsus with rectocele 
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or cystocele that ignored this principle was false 
in conception and in the long run was doomed 
to failure. The universal maxim in plastic 
surgery was to discover nature’s plan and con- 
form to it. 

In child-bearing women the uterus was re- 
tained and restored to its normal position by the 
shortening of the uterosacral and the round liga- 
ments. In cases of extreme procidentia, espe- 
cially in women beyond the child-bearing period, 
the uterus was removed, but the deflected plane 
of tissue was maintained by stitching together 
the broad ligaments across the pelvis. The 
round ligaments were retained and still assisted 
in tilting this plane of tissue so as to deflect intra- 
abdominal pressure as before. It was diverted 
from its original direction where it would tend 
to force the contents of the pelvis out of the 
vagina. The other prominent feature of the 
operation was the restoration of the bladder to 
its normal position and function. 

A series of forty-four cases was presented in 
which the operation he described had been per- 
formed, the period of time elapsing since the 
operation extending from two to five years. On 
examination of all these cases it proved entirely 
satisfactory with one exception. Two cases had 
become pregnant and borne children at full 
term two years after operation. 


PROLAPSE OF THE UTERUS 

Dr. J. M. BALpy, of Philadelphia, read a paper 

on this subject which appears in SURGERY, 
GYNECOLOGY AND OpsTETRICS. (See p. 184.) 


PROCIDENTIA OF THE UTERUS TREATED BY PLICA- 
TION OF THE VAGINA AND CONJOINED SHOR= 
TENING OF THE UTEROSACRAL AND BROAD 
LIGAMENTS. 


Dr. Witt1aM M. Pork, of New York City, 
read a paper on this subject which will appear 
in a subsequent number of SuRGERY, GyYNE- 
COLOGY AND OBSTETRICS. 
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Dr. Hiram N. VINEBERG, of New York, de- 
scribed the end results with various operative 
procedures for procidentia uteri and extensive 
cystocele prior and subsequent to the meno- 
pause. 


OPERATIVE TREATMENT FOR SO-CALLED FUNC- 
TIONAL DYSPEPSIA 


Dr. WittiaM H. WATHEN, of Louisville, said 
that every case of continued or inveterate 
dyspepsia or dyspepsia disappearing and re- 
curring at regular intervals was antedated by a 
pathology in some part of the body, but in the 
large majority of cases the lesion would be found 
in some abdominal viscus as the appendix, the 
gall-bladder, the stomach, the duodenum, the 
large or small intestine, or the uterine adnexa. 
Dyspepsia caused by appendicitis or gall-stones, 
with no stomach or duodenal adhesion, could be 
cured by the removal of the appendix, or by the 
removal of the stones and drainage of the gall- 
bladder and bile ducts. In gastric ulcer the 
lesion should be excised, or if this was not possible, 
it should be infolded by linen sutures introduced 
deep enough to include the blood vessels around 
the ulcer. The excision of a gastric ulcer was 
important because of the fact that seventy-five 
per cent of the cases of carcinoma of the stomach 
had their origin ina chronic ulcer. As carcinoma 
was seldom, if ever, primary in the duodenum, the 
excision of the ulcer was not often indicated, as 
in ulcer of the stomach. 


OFFICERS 


The following officers were elected for the 
ensuing year: President, Dr. Henry C. Coe, New 
York City; Vice-Presidents, Dr. George H. Noble, 
Atlanta, Ga., and Dr. George Gellhorn, St. 
Louis, Missouri; Secretary, Dr. LeRoy Broun, 
New York City, and Treasurer, Dr. J. Wesley 
Bovee, Washington, D. C. 

Washington, D. C., was selected as the place 
for holding the next annual meeting. 
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The Operative Treatment of Elbow Fractures 
(Zur operativen Behandlung der Ellenbogengelenkfrak- 
turen). Dr. McLEAn, of Prof. Perthes clinic in Leip- 
sic. v. Bruns Beitr. sur klin. Chir., \xxv, 3. 


The paper is based on a study of two hundred and 
sixteen cases of fracture about the elbow, of which 
forty-three were re-examined, the injury having 
occurred six months to seven years previously. 
In twenty-two cases an open operation had been 
perfornied; ten were operated soon after injury and 
twelve for remote complications. 

There were one hundred and seventy-six fractures 
of the lower end of the humerus, distributed as 
follows: 


E SUPPAGONENIOS:. occ ea cecccwcsavicsas 65 
2,. External CONAVIC. ..<....06266 64600000 45 
3. Internal €piconGyle... «<0 /..:6 0.0220 38 
A... SMGCMIAL CONGVIE 66. oes cones oie esas 15 
Ss, Exterial epicondyle:. .....5. 66.66.05 6 
OS, TIN 385 aise oa wets ies ain sino wiinrsinie 6 
7. Separation of the epiphysis........... I 


The fractures were treated by reposition, some- 
times with, sometimes without, an anesthetic, but 
unfortunately a description of the manipulations 
practiced is omitted. After reduction, the arm was 
placed in a plaster mold with the elbow at right 
angles, and kept in position thus for one or two weeks 
before beginning passive motion and massage. 
Bardenheuer’s extension treatment, while it gives 
excellent results in the hands of its illustrious origi- 
nator, is not applicable for out-patients, owing to the 
complicated apparatus required and the necessity 
of keeping the patient in bed. The skiagrams 
illustrating the article show that in some cases the 
reduction was far from being perfect, yet the general 
results were claimed to be good, as far as function 
was concerned. 

KGnig has shown that bony projections and irreg- 
ularities resulting from fractures in children event- 
ually become absorbed and are evened up, and 
should not be considered an indication for operation 
except in rare instances. The author operated four 
cases, owing to displacement of the fragments and 
the resulting limitation of motion. The operation 
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was done four, five and six weeks and seven months, 
respectively, after the injury and some doubt is 
expressed whether the cases would not have resulted 
as well, if not better, without operation, and the 
lesson is drawn that there should be no undue haste 
in operating this class of fractures in children before 
giving ample time for the natural restitution of 
function. Both K6énig and Wendt affirm that in 
case of elbow fracture with some displacement, and 
even a small range of mobility at first, there will 
be a gradual absorption of such bony projections as 
may be impeding free motion and that in time much 
of the lost motion will be regained. In such cases, 
however, where motion is almost or completely lost, 
these absorptive changes in the bones do not occur, 
and function will never be restored. 

Two cases were operated owing to nerve involve- 
ment. If there occurs a primary paralysis associated 
with a recent fracture, and such paralysis does not 
recover within a few days after reduction, then the 
seat of the nerve injury should be exposed by opera- 
tion. 


FRACTURES OF THE EXTERNAL CONDYLE 

Six cases were re-examined: four showed good 
function, and two presented considerable cubitus 
valgus. Several cases were operated owing to irre- 
ducibility of the fragments, thin wire nails being 
used for the purpose of holding the loose fragment 
in position. 

FRACTURE OF THE INTERNAL EPICONDYLE 

This type of fracture is confined almost exclusive- 
ly to children, and, according to Wendt, is the only 
genuine epiphyseal separation occurring about the 
elbow joint. It is frequently associated with dis- 
location of the bones of the forearm. Kocher says 
there exists no dressing which will retain this frag- 
ment in position. McLean suggests that every such 
fracture should be operated, if after a week there 
still remains any displacement or tendency to 
cubitus valgus. 

Fracture of the internal condyle is extremely rare. 
In Wendt’s series of six thousand, one hundred 
fractures, there were three cases only. Diacondylar 
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fractures and separation of the epiphysis are both 
considered to be rare injuries. Diacondylar and 
other fractures are not infrequently mistaken for 
separated epiphyses. 

As to the best time for operation, McLean agrees 
with Kénig, Lambotte and others that there is an 
advantage in waiting, even as long as two weeks if 
necessary. During this period conservative methods 
can be tried: the swelling subsides, the soft parts 
recover their normal tone and the muscles have not 
yet begun to contract. To obtain a bloodless field, 
McLean employs the Perthes compressor which 
resembles the constrictor of a blood pressure appara- 
tus. To expose the elbow joint Kocher’s line of 
incision was preferred. If the fragments could be 
fixed immovably by an interlocking of their serra- 
tions, they were not sutured or nailed. Lambotte 
designates as “‘détestable” both ivory pegs and nails. 
preferring plates, screws or wire. McLean found 
wire nails to be very serviceable. 

WILLIAM HESSERT. 


A New Procedure in General Anzsthesia: Ether- 
ization Intramuscularly (Un nouveau procédé 
d’anesthésie générale: |’éthérisation par voie intramus- 
culaire). Sem. Med., 1912, xxxii, 206. 


The method was devised by Descarpentries. It 
consists in the injection of ether intramuscularly, 
as many grams of ether as the subject’s weight in 
kilograms plus afewcc. The ether is injected slowly 
and usually in divided doses of to cc. There is 
reported one case of resection of the upper jaw by 
this method but it was necessary to supplement 
the injections with a few drops of chloroform. 


Transplantation from the Cadaver (Die Trans- 
plantation aus der Leiche). H. Kurttner. Beitrége 
zur klin. Chir., xxv, 162. 

Kuettner reports on three successful transplan- 
tations from the cadaver. In the first case, the upper 
end of the femur was removed for chondrosarcoma 
in a man 31 years old and the femur of a patient 
who had died 11 hours before was used as a trans- 
plant. Although some trimming had to be done 
in order to fit the head into the acetabulum, the 
transplant healed and united with the rest of the 
bone without reaction. Patient was able to walk 
about in his cast after three months. An abundant 
callus was found uniting the implant with the 
healthy bone. Patient died a year after the opera- 
tion, from metastases in lungs and spine. 

In a second case the implant was taken three 
hours after death and used in another case of 
chondrosarcoma of the femur, healing without 
reaction, but two operations were necessary later 
on account of local metastases. 

In a third case of chondrosarcoma of the knee, 
the knee of a woman who had died twenty-seven 
hours before, from embelus of the lungs, was used. 
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After healing without reaction, a movable and useful 


knee joint resulted. A. STEINDLER. 

Fibrous Stenoses of the Small Intestine (Les 
sténoses fibreuses de l’intestin gréle). F. LEyars. Sem. 
Med., Apr. 17, 1912, No. 16, 181. 

After exhaustively considering the subject, Lejars 
comes to the conclusion that the only proper method 
of treatment is resection. This may be accomplished 
by either end-to-end anastomosis or lateral anasto- 
mosis. 


A New Procedure for the Reduction of Disloca- 
tion of the Shoulder (Un nouveau procéde de 
réduction des luxation de l’épaule). ANGLEVIN. 
La Sem. Med., 1912, xxxii, 135. 


The writer advises the use of this treatment in 
cases where it is impossible to get proper assistance 
from the outside, and notes the importance which 
immediate reduction assumes in the treatment of 
dislocation of the shoulder. The procedure consists 
in bringing the arm of the affected side over the 
neck, using the neck as a fulcrum and the forearm 
as a lever. The hand next the patient is then used 
for manipulating the head of the humerus in reducing 
it to its cavity. Anglevin thinks that much valuable 
time may be saved by this procedure. 


On Polycystic Renal Tumors (Uber polycystische 
Nierentumoren). P. STEINER. Folia Urologica, 1912, 
vi, No. 8, 542. 


Steiner reports three cases of polycystic kidney 
tumors. In one case nephrectomy was done, in the 
other two cases decapsulation. The patient in whom 
the kidney was removed died of uremia. The other 
two recovered. Steiner agrees with Israel that in 
such cases one must not remove the kidney except 
when severe complications are present; such as 
tuberculosis, severe hematuria, or pyonephrosis. 
Capsulation and nephrectomy are not to be recom- 
mended as having a beneficial effect on the patient. 


Clinical and Pathological Notes on a Case of 
Gonorrheal Pyonephrosis (Note de clinica et di 
anatomia patologico interno ad un casa di pionefrosi 
gonococcica). E. E. Franco. Folia Urologica, 1912, 
vi, No. 8, 552. 


In a case of a woman 26 years old, under treat- 
ment for pyonephrosis and cystitis, Franco deter- 
mined by catheterization of the ureter that pus from 
the right renal pelvis contained gonococci and other 
diplococci. Later, gonococci were found in pure 
culture. The kidney and the ureter were removed 
and the patient recovered. Histopathological 
examination of the removed kidney showed nephri- 
tis, the changes in some places being those which 
characterize the chronic parenchymatous type, 
and in others, those of the chronic interstitial type. 

J. S. EISENSTAEDT. 























ABSTRACTS OF CURRENT LITERATURE 


DEPARTMENT OF OBSTETRICS 


UNDER THE CHARGE OF 


C. S. Bacon, M.D. 
HELIopoR SCHILLER, M.D. 


Investigations into the Cause and Treatment of 
Eclampsia. W. ZANGEMEISTER. Deut. med. 
Wchnsch.. October 12, 1911. 

Despite the great intricacy of the problem con- 
fronting the student of eclampsia and the many 
hypotheses discarded, certain truths and scientific 
data are being revealed in the ceaseless investiga- 
tions being carried on. Zangemeister has called 
attention to two conditions which he believes are 
intimately associated with eclampsia; namely, 
cerebral oedema and reflex irritation from the birth 
canal, particularly uterine contractions. As in 
genuine epilepsy where increased intracranial pres- 
sure has been operatively determined by Kocher, 
Tillmann and others, the same condition may be 
presumed to exist and to a certain extent in other 
spasmodic disorders. In eclampsia, up to this time, 
no one has opened the skull during the attack, to 
determine the exact conditions present and the 
diagnosis of oedema or increased pressure has been 
made by the clinical findings only. 

Three cases of severe puerperal eclampsia re- 
cently came under Zangemeister’s care and in each 
one he trephined the skull in front of and behind 
the temporal region. The dura was found to be 
excessively stretched, so that all pulsation was 
absent. When a small incision was made into it, a 
portion of brain tissue was forced into the opening 
and a large quantity of serum escaped. When 
the pressure decreased, the pulsation slowly re- 
turned. The increased pressure was caused by 
a high grade edema, in other words, a cerebral 
glaucoma. 

After the operation, the patients were more quiet 
and their breathing was more natural. The pulse 
increased in frequency in all cases: 100 to 130, 
150 to 220 and 160 to 220 beats per minute. The 
temperature rose and then fell to normal within a 
few hours. Urinary secretion became active. In 


all cases, convulsions followed the operation, num- 
bering four, thirteen and eleven attacks respectively. 
They were lighter in character and the interval 
was longer than previously. In one case, where the 
convulsion returned after a long interval, the dress- 
ings showed retained serum. 

HERBERT M. STOWE. 
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Tuberculosis and Pregnancy. FRiGyEsy AND kir- 


ALYFI. Gyn. Rund., v, No. to. 

Of sixty-one cases of tuberculosis complicating 
pregnancy, investigated by Frigyesy and Kiralyfi, 
in fifteen the disease developed during the present 
pregnancy; in sixteen it developed during a former 
gestation, while in twenty-two it developed in the 
interval between the present pregnancy and the 
preceding one. There were twenty-eight cases in the 
first stage of tuberculosis and fourteen were delivered 
normally. In the second stage, fourteen women 
were delivered normally in twenty-seven cases. 
Two women came in the third stage — one abortion 
and one delivery at term. 

The authors state that in the large majority of 
cases the beginning of the tubercular process can 
be traced to the present or preceding pregnancy. 
A progression of the disease is noted during preg- 
nancy and this advance is the more rapid the 
farther advanced the disease is at the time of con- 
ception. In the less marked cases, pregnancy, 
labor and the puerperium pursue a more favorable 
course than in the severe forms where pregnancy 
usually has a fatal termination. Tuberculosis of 
the larynx is a very serious complication. The 
diseased process leads to an interruption of preg- 
nancy only in the more advanced cases. 

Regarding the question of interrupting pregnancy 
for tuberculosis, the authors believe that pregnancy 
should be terminated in the early months when the 
disease has reached the second stage and especially 
if it tends to get worse. The same statement applies 
to the early cases. Pregnancy should be terminated 
when the disease has developed during the present 
gestation, or, when in the previous pregnancy, the 
association of the two conditions was unfavorable. 
Artificial interruption is indicated in the early 
months in the interests of the mother. It is contra- 
indicated in the latter half of gestation as, at this 
time, it only hastens the mother’s death. An abso- 
lute indication is laryngeal tuberculosis with the 
exception of those cases where the pulmonary 
disease has advanced to a hopeless condition. In 
every case of advanced tuberculosis, the pregnancy 
should continue in the interests of the child. 

HERBERT M. STOWE. 
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A Cross-SEcT1ion ANATOMY. By Albert C. Eycleshymer, 
M. D., and Daniel M. Shoemaker, M.D. New York 
and London: D. Appleton & Co., rg11. 


This anatomical work, consisting of 350 pages of 
accurate drawings of cross sections of the human 
body, is one that will appeal to all students and 
teachers of anatomy. 

The inception of the work dates back to 1902, 
when the senior author with Dr. Dean Lewis formu- 
lated plans for a “Cross Section Anatomy” which 
were approved by Dr. Lewellys F. Barker, Director 
of the Anatomical Laboratories of the University 
of Chicago. Material was being selected when it 
was learned that Dr. Peter Potter of the University 
of Missouri, had partially completed a similar work. 
Subsequent events brought both Dr. Potter and Dr. 
Eycleshymer to St. Louis University, where, during 
the winter of 1904, Dr. Potter completed his 
“Topography of the Thorax and Abdomen.” At 
this time Dr. Eycleshymer suggested that the 
Anatomical Department of St. Louis University 
should undertake a more comprehensive study of 
the same character, and with this end in view the 
task was begun. After the work on the trunk was 
well under way the entire project suffered inter- 
ruption owing to Dr. Potter’s and Dr. H. D. Kist- 
ler’s retiring from the department to engage in the 
practice of medicine. The continuance of the work 
devolved upon Dr. Eycleshymer who later secured 
the co-operation of Dr. D. M. Shoemaker. The 
latter with Dr. Eycleshymer and Mr. Tom Jones 
(artist) are responsible for the work, excepting that 
on the reconstructions of the viscera of ten negro 
subjects, which has been done by Dr. Peter Potter, 
and that on the anatomy of the female pelvis, by 
Dr. Carroll Smith. 

The text is little more than an explanation of 
drawings. Its purposes are to define precisely the 
level of the section with reference to the principal 
structures and to give some information concerning 
the structures which begin or end in the body of 
the section or those which lie wholly within the same. 
Beyond these points an effort has been made to 
The 
interpretations of the relations of organs can no 
more be complete when studied in sections alone 
than when studied in dissections alone. The two 
methods are mutually dependent each upon the 
other. The best results will be obtained only when 
constant reference is made to the ordinary descrip- 
tive anatomies. 

The work ends with an extensive anatomical bib- 
liography in which is recorded all books of reference 
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and special articles which were consulted in the 
preparation of the work. 

The book construction represents the highest 
type of medical book making and reflects great 
credit upon the publishers. 


INFANT FEEDING. By Clifford G. Grulee, A. M., M. D., 
Assistant Professor of Pediatrics at Rush Medical 
College. Philadelphia: W. B. Saunders Co., 1912. 


Many requests have been made for a compre- 
hensive work in English giving the newer conception 
and up to date methods of feeding babies. This 
book would seem to fulfill such a mission to the 
inquiring practitioner or student of medicine. 

The first part consists of the general principles 
of infant’s nutrition; then follow the sections on 
breast nursing and artificial feeding, and, lastly, 
the nutrition in special conditions of infant life, 
such as prematurity, rickets, scurvy, eczema, etc. 
He goes fully and carefully into a consideration of 
human milk, the technique of breast feeding, the 
disturbances likely to be encountered in breast-fed 
babies, and their treatment. He recommends the 
four-hour interval in feeding both breast-fed and 
artificially fed babies, a measure which has been 
proven most successful by those who have tried it. 
For the artificial feeding of infants, he advocates 
the use of whole milk dilutions governed by the 
child’s age and weight and caloric requirements, 
which is much simpler and more rational than the 
percentage method so long used in this country. 
In the description of the nutritional disturbances 
and their treatment, he follows closely the classi- 
fication of Finkelstein. The descriptions of the 
infant’s stools and the colored plates illustrating 
these are very good. This book can be thoroughly 
recommended to the practitioner or student. 

H. W. CHENEY. 


Hanpb-Book OF ELECTROTHERAPEUTICS. By William James 
Dugan, M.D. Philadelphia: F. A. Davis Co., 1910. 


This monograph with ninety-one illustrations 
is designed for students and physicians who know 
little about the use of electricity as a therapeutic 
agent. 

Its intent is to guide the purchaser of apparatus, 
to explain its use and to point out the indications 
and contra-indications to the use of electricity as a 
remedial agent. The book is clearly and concisely 
written and will no doubt serve a good purpose in 
banishing the unnecessary and even harmful “‘treat- 
ments” from scientific medicine. The book also 
devotes some pages to X-rays. H.-A. Ports. 

































